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Dear Minister
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Yours sincerely
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Commissioner
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This is ry first Annual Report as Health Rights
Commissioner for Queensland. My appointment took
effect early in August 2002.

“The period since then has contained some
interesting challenges. At the time of my
appointment the Commission had been in operation
for 10 years and in that time had developed a
range of processes and procedures with which |
needed to make myself familiar. At the same time,
a recent review of the Commission had
recommended changes, endorsed by Cabinet, to a
number of the ways we do business. The early part -
of my tenure has seen the confirmation of some
approaches and changes to others, | first wish to
express my gratitude to my staff for their patience,
support and sheer hard work throughout this
process. | shoutd also acknowledge the contribution
of previous Commissioners, not least for choosing
staff wisely. ' '

My overall impression since joining the Commission
is that it is a very professional organisation whose
staff are fully committed to the Commission’s key
roles of fairly reviewing individual complaints and
providing feedback, where appropriate, to foster
best practice in the health system. | have also
been impressed by the high regard in which key
stakeholders hold the Commission. 1 have set
mysetf the goal of further strengthening
relationships with these groups.

1 am acutely aware that the effectiveness and
credibility of statutory review agencies such as the
Health Rights Commission also depends to a large
degree on the extent to which the community as a
whole is aware of their existence. The right to
complain is of Httle use to people who are unaware
a complaint agency exists. Egually, | am conscious
of the fact that, individually, agencies have timited
resources available to carry out community
outreach activities. One of my early initiatives was
to approach other review agencies to explore ways
that, together, we might better promote public
awareness of the services we offer. As a resutt,
and with the assistance of Multicultural Affairs
Queensland (a division of the Department of the
Premier and Cabinet), a number of like agencies
have embarked upon a combined project to
promote access and awareness among groups from
culturally and linguistically diverse backgrounds.
By comb_ining some of our resources, we hope 1o
spread the message more widely than would
otherwise be possible, with plans in place to
broaden this approach to include Aboriginal and
“Torres Strait Islander communities. This initiative
and some of the Commission's other awareness
strategies are canvassed in more detail elsewhere
in this report.

Since the Commission was first estabiished in 1992,
it has dealt with over 20,000 complaints and
enguiries from members of the public. The
Commission’s track record in dealing with those
complaints fairly and thoroughly is, in my view,
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second to none, as evidenced by the case studies

" that appear elsewhere in this report. It is perhaps

worth noting that approximately 35% of the cases
pursued by the Commission in the past year were
partially or fully substantiated or, at least, resulted
in outcomes sought by the complainant. This
included apologies, negotiated settiements and
policy/procedural changes. Arguably, many other
complainants benefited from the assurance
provided by an independent body that the service
they had received was reasonable, although |
acknowledge that not alt would see it this way. |
shoutd also emphasise that it fs not just health
consumers who stand to benefit from the
Commission’s work. Individual health providers
also benefit, either through the opportunity to
agree on a remedy to a complaint, ar through an
independent body verifying that the treatment they
provided was appropriate {potentially avoiding
litigation either way). The community as a whole
also stands to benefit from improvements to health
practices and procedures that may stem from
Commission investigations.

Having said that, where people make a complaint
they also quite reasonably seek to have the matter
dealt with as soon as possible. |t is fair to say that
over the years, and in common with many other
review agencies, the Commission has struggled to
keep up with the steady increase in the number
and complexity of complaints it has received. This
is reflected in the backlog of complaints at the
time of my appointment, with a number of cases in
various stages waiting to be dealt with, some of
which were over two years old.

1 am grateful to the Government for the temporary
increase in funding given to the Commission in the
past year to heip address this backlog. 1t is not
sufficient, however, for the Commission simply to
ask for more money when the going gets tough.

. We also need to be constantly striving to "sharpen

our focus”, looking out for ways we can deal with
cases more quickly, Over the past year we have
spent considerable time looking inwards and
reviewing our comptaints fiandling procedures. One
successful strategy has been to place increased
emphasis on "direct resolution”, providing
complainants with advice and guidance to enable
them to pursue their complaints directly with the
health provider in the first instance. In our

experience, if a complaint can be resolved without
the need for external intervention there is less
likelihood of the complaint escalating and a better
prospect of maintaining the all-important
relationship between patient and provider. So far
this has led to a reduction in the number of formal
complaints dealt with by the Commission. This in
turn has enabled us to put more emphasis on cases
where we may potentially make a real difference,
such as those that reflect significant individual
concerns or reveal systemic or system-wide
problems.

To facilitate timeliness, our processes have been
modified to keep to an absolute minimum the
number of stages that each case goes through
before it is finalised. The Commission has
bolstered its intake area and if a complaint can be
adequately dealt with at this initial stage, we leave
it there. This reflects our desire to deal with
complaints as informally and expeditiously as
possible, with the added advantage of reducing the
amount of double handling of comptaints. On the
other hand, where a complaint requires more
formal processes or input from a more senior
officer, every effort is made to identify this at the
earliest opportunity and move the case on at that
point. In the course of the year, formal
investigations that were already underway were
reviewed to determine if further work was
warranted and, if so, what the focus of those
enquiries should be.

It is pieasing to report that as a result of these
initiatives, the Coramission has reduced its backlog
of outstanding cases awaiting allocation from
approximately 340 to less than 25. It has been a
very busy year for the Commission, but one where |
feel we have laid some foundations that will stand
us in good stead in the future.

Realisticalty, however, some major challenges lie
ahead.

Firstly, although the Commission is required to
invite providers to respond to complaints made
against them, it has no power to compel them to
do so. In many cases, this means that the
Commission’s capacity to deal with complaints
quickly and efficiently will ultimately depend upon
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the wiltingness of health service providers to
respond to complaints in a thorough and timely
way. No one likes being criticised and | can
therefore understand why some providers might
react to complaints in a negative or defensive way.
} also appreciate that we live in an increasingly
litigious age. This is recognised in the Health
Rights Commission Act, which provides that the
Commission can refer complaints to a process of
conciliation, a setting in which anything said or
admitted by either party is protected and cannot
be used in a court of law. While this may be
appropriate in cases where compensation is a
potential outcome, the vast majority of complaints
made to the Commission simply do not fatl into this
category. Nevertheless, in the Commission's
experience, providers (or, in many cases, their
advisers) often decline to provide even the barest
response to a complaint untess the matter can be
dealt with in concitiation. Given that the
Commission has a limited number of available,
trained conciliators, and given that recent personal
injuries legistation has in any event freed up access
to this type of information, | hope that in future,
providers can more easily be encouraged to respond
to complaints at the outset. This will enable the
Commiission to take greater advantage of the
revised complaints processes referred to above
and, | have no doubt, enable complaints made to us
to be resolved one way or the other with the
minimum of fuss and delay.

secondly, after 10 years of aperation the
Commission needs to consider carefully what its
strategic priorities should be for future years. |
have already referred ta the need te do more to
publicise the Commission and its activities.
Another area where 1 feel we can do more,
consistent with the obiectives setf down in our
legistation, is the provision of advice to providers
on their own complaints handiing mechanisms and,
better still, on how best ta aveid complaints in the
first ptace. For example, health complaints
commissioners in Austratia and elsewhere generally
agree that 80% or more of the complaints they
receive have some form of communication issue at
the core, There would appear to be benefits in alt
health professionals undertaking ongoing training in
this area. Appearing elsewhere in this report is an
article on this topic | pubtished in the Australian
Medical Association Queensland journal that

illustrates this point. | am keen to obtain input
from all health professions on whether the
Commission could make a worthwhile contribution
in this area.

t would like to pay tribute to one of the
Commission's fong serving officers who retired
during the year. Linda Morley joined the
Commission as an Enquiry Officer in 1994 and was
appointed Manager Complaints in 1998. She served
with distinction under three different
Comnmissioners and set a standard of commitment
and integrity for others to follow. She has not
really retired, but opted for a "sea change”. We
wish her wetl for the future,

Finally, considering the case studies that appear in
this report, it is important to record that the
Commission not only receives complaints, from
time to time it also receives accolades about
particular health services. At one of our recent
community outreach activities we ran a
competition asking participants to tetl us in 50
words or less about "the best health service you
received and why you felt it was so good”.
Responses included:

My Doctor would have to be the best. You feet
comfortable and know that she is extremely

caring. Good listener, good adviser and will send
you straight away for tests - and best of all - rings
to tell you the results. And doesn’t look at the
clock. Pleasure to visit her when I'm sick.

and

The best health service | got was from the charge
nurse. She really cared for me. When ! came to
the hospital | was very ill and she called the
consultant and arranged admission to ICU. She
really listened to me, She saved my life.

That seems to be an appropriately positive note on
which to finish.

David Kerslake
Commissioher
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The Commission received 4,472 new complaints
during the year, on top of an existing backlog of
approximately 340 complaints awaiting allocation in
different parts of the Commission.

4,840 complaints were closed during the year.
Of these, 4,573 were resolved by the intake and
assessment team. This reflects an increased
emphasis on resolving complaints as quickly and
informally as possible.

As well as managing an increased number of
complaints, the Commission also made significant
inroads into the backlog of complaints awaiting
allocation, and finalised a number of older cases.
The efforts of very committed and efficient staff
cannot be too highly emphasised.

Given the Commission’s limited resources,
addressing the backlog of complaints awaiting
assessment, investigation or conciliation also
required a fresh approach. The following strategies
were put in place during the reporting year.

Intake

poe it

The intake area is the initial point of contact for a.
person wishing to make a complaint. The
Commission receives a considerable number of calls
and correspondence from people either wishing to
make a complaint or seeking advice in relation to a
health service they or a family member have
received. The intake staff obtain information at
this stage and, where appropriate, provide advice
to the caller to enable them to address thetr
concemns. The efficiency of our processes at this
stage is crucial to the Commission's ability to
handle a high volume of comptaints in a timely
way.

The Commission finds that many complaints,
especially those of a less serious nature, can be
dealt with reasonably quickly by encouraging direct
resolution between the parties concerned. In view
of this, during the reporting period the Commission

placed greater emphasis on assisting complainants
to resolve their complaints by initiatlly directing
them ta the health service provider. During the
year, the Commission developed a Direct Resotution
information sheet, which provided advice to
complainants with a view to facilitating resolution
of complaints between the parties involved, where
this was appropriate.

In some cases, the Commission contacted the
health service provider to encourage them to
participate in this direct resolution process.
Additionally, where a complainant had
unsuccessfully tried to obtain an explanation from a
provider the Commission contacted that provider to
encourage them to respond. Some examples from
cases dealt with in this manner are as follows:
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Even where the Commission accepts complaints for
action, comptainants are encouraged wherever
possible to approach the provider for additional
information, such as medical records, which would
assist the Commission in addressing their complaint
sooner. This helps the Commission to reduce the
time spent in obtaining information relevant to
each complaint and to move more quickly to
identify and analyse issues raised by the complaint.

The intake area has traditionally been staffed by
permanent part time staff, as experience has
shown that futl time staff tend to "burn out” from
the sheer number of complaints dealt with each
day. The Commission has now taken a different
direction, moving to appoint more permanent staff
in this area but ensuring that they only spend part
of their time dealing directly with public enquiries.
They spend the remainder of the time analysing
and researching individual cases to maximise the
number of cases able to be finalised at this stage.
This has reduced the pressure on other areas of the
Commission and, at the same time, ensured that
complaints are progressed at the earliest possible
opportunity.

Assessment

Complaints that are not able to be resolved
informalky or that are deemed unsuited to such an
approach are assessed to determine what further
action, if any, is necessary. During this assessment
stage, the Commission seeks to gather sufficient
information to enable it to make an informed
decision. Typically, this may entail obtaining access
to patient records and perhaps obtaining informal
advice on clinical issues from independent experts.

Sometimes the information obtained at this stage
enables the Commission to reassure the
complainant that the health service they received
was reasonable, and the case is closed at that
point. Other cases may need to be referred for
further statutory action, such as conciliation or
investigation. 1t is important, however, that as far
as possible cases are not referred on until the case
has been thoroughly assessed and deemed suitable
for further action.

AR v, e
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At the beginning of the reporting period there were
approximately 254 cases being assessed. This
amounted to a caseload of between 45 and 50 for
each officer in this section. A further 142 cases
were awaiting allocation.

The amount of work involved with such heavy
caseloads is ohviously difficult to manage. in the
past, this often meant that cases were unable to be
finalised within the statutory timeframes for the
preliminary assessment of complaints. Such cases
were automatically referred to another stage
(investigation or conciliation} merely because the
time frame for assessment had run out, not
because they had been deemed suitable for formal
statutory action. The Commission’s inabitity to
complete assessments within the specified
timeframe was often brought about by factors
beyond its control, such as delays in receiving the
provider's response, Cases that were automatically
referred on then began to accumulate at the next
stage, leading to backlogs and inevitable delays.

A recent external review of the Commission’s
operations, endorsed by Cabinet, suggested that
the time restrictions on dealing with complaints at
the initial assessment stage should be relaxed. In
line with this recommendation, cases are now kept
fonger at the more informal assessment stage and
only referred for more formal statutory action
where justified by the nature or complexity of the
complaint. This has enabled the Commission to
deal with the majority of cases at the assessment
stage. This in turn has afforded greater fiexibility
in juggling staff resources.

Through this less rigid approach to time restrictions
the Commissicn has virtually eliminated the
existing backlog of complaints. The success of this
strategy has also seen more providers responding to
complaints at an earlier stage as they realise that
the Commission is taking a more pro-active
approach to managing its complaint handting
processes. With the benefit of both parties’ views
at an early stage, the Commission has often been
able to obtain independent advice with the result
that many cases have been resolved at an early
stage when otherwise they woutd have been placed
in a gueue in a concitfation backlog.
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Some examples of the success of this strategy are
as follows:

muscular dystrophy, ;
pubhc hosprtai for tests
son had been kept in hosprta! for 24 2
havmg further tests done before bemg d:scharged .

mrtm!ly reticent to meet
fam:ly, an appomtment was made

that the meeting had been a success and the

family had recewed a satrsfactory explanatron '
The hospital aiso thanked the Commrssmn for

recurrmg

Having addressed the new complaints backlog,
assessing officers’ caseloads have been reduced to
the point where they are now able to assist in the
conciliation of the less complex complaints. This
not only provides continuity for the complainant
and provider who are dealing with the same case
officer, but also provides case officers with
opportunities to enhance their skills for future
employment opportunities.

Concﬂzat}on

Conciliation provides a forum for dispute resolution
that is both confidential and privileged under the

. Health Rights Commission Act,

105 cases were referred to conciliation during the
reporting period, adding to a substantial backlog of
cases that had previously been earmarked for
conciliation but on which action had not yet
commenced. Significant progress was made in
reducing the backlog, however, with a total of 161
conciliation cases being finalised during the same
period. At this time there are onty 19 cases
awaiting allocation to a conciliator. All of these
cases are of recent origin.

Two key strategies contributed to this
jmprovement.

Firstly, the revised assessment procedures referred
to earlier enabled many cases to be resolved at an
earlier stage, without the need to refer them to
conciliation. Quite a few of those cases would
otherwise have been held in abeyance until
conciliators were available to deal with them. This
substantially reduced the pressure on the
conciliation team.

Secondly, delegations were provided to less semior
staff enabling them to conciliate less complex cases
with support and guidance from more senior
officers. This enabled mare senior conciliators to
focus their attention on the more complex or
sensitive cases.

in the past 12 months there appears to have been
an increase in the number of instances where
hospitals or their insurers suggest a potential




complainant should contact the Commission for the
specific purpose of negotiating 2 settlement in
concitiation. There have also been a number of
cases where following the initial notification of a
complaint, the provider has responded very quickly,
acknowledging a problem with the care provided
and requesting conciliation as a means of resolving
the complaint.

This suggests that providers have quickly identified
and analysed those adverse events that could leave
them vulnerable to a legal claim, but also
reinforces the confidence that parties have in the
fairness and impartiality of the Commission’s
conciliation processes.

There are many possible outcomes in conciliation,
including exptanations, apologies, referral to the
appropriate registration body or improvements in
healith care practices and procedures. Increasingly,
however, complainants are seeking monetary
compensation as an outcome of their complaint,

Compensation may be negotiated through
conciliation as an alternative to court action, but
with the same standard of proof as would apply In
a court. The conciliator does not have an
adjudicating role and does not make a decision
about who is right or wrong as a judge might do.
Often, however, expert advice obtained by the
Comnission can shad significant light on issues that
may be in dispute between the parties, such as
whether treatment was of an adeguate standard or
the degree of harm that resulted from treatment
found to be inadeguate. This may assist the parties
to reach a voluntary agreement on compensation,
or an understanding of why compensation is not
warranted in the particular circumstances. The
aims are to avoid unnecessary and costly litigation
by helping the parties to reach a realistic appraisal
of the issues involved and, as far as possible, Lo
preserve goodwill between the parties.

in one case @ woman complamed that when she -
presented to a hosprtal with acute Ieg pain, the .
hespitat made a dmgnos:s of ceIIuhtrs without, '
ordering an x—r&y or. undertakmg any other
investigation. Some nine months later her ¢ P
referred her to a private orthopaedrc surgeon _
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At the beginning of the reporting period there were
approximately 60 cases open in investigation, with
a backlog of 36 cases waiting to be actioned. 35
new cases were received and allocated for
investiation during the year. Despite this heavy
caseload, 53 investigations were completed in the
same period. 56 cases remain open in investigation
but there are no longer any cases waiting to be
altocated.

One of the benefits of relaxing the time frames has
been that a number of cases have been able to be
finalised at the assessment stage that would
atherwise have been aliocated for investigation,
The Commission expects this trend to continue over
time, enabling the investigation team {o
concentrate on those more complex or sensitive
cases that warrant more detaited analyss.

02 -2003
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The Commission has also taken a conscious decision
to deal with those cases that are referred for
investigation, as informally as possible. Under the
Health Rights Commission Act, the Commission can
exercise formal powers to require parties to
produce information such as patient records or
other relevant documents. The Comrnission’s
preferred option, however, is to work in
cooperation with the parties and to facilitate the
provision of information in an informal setting
wherever possible, regardless of the seriousness of
the issues raised in the complaint. Co-operation
from health providers enables the Commission to
make inquiries in a timely manner without needing
to invoke formal powers, and at the same time
demonstrates the good faith of providers and their
commitment to open disclosure.

Major issues that were the subject of investigations
during the year included standards of mental health
care for indigenous consumers with suicidal
ideation, the review of hospital protocols for the
risk assessment and management of pressure sores,
and the review of protocols for monitoring
intravenous sites.

,DGCIE’HI'S in two dlfferent commumtjes

In accordance with the Health Practitioners
(Professional Standards) Act and the Nursing Act,
the Commission is responsible for monitoring
investigations conducted by registration bodies.
This responsibitity falls primarily to the
Commission’s investigations team. During the

year, 141 reports were reviewed. Following on

from recommendations made by the recent review
of the Commission, a conscious decision was taken
to place greatest emphasts on those cases involving
allegations of serious misconduct or significant
competency issues.

Conclusion

ot e e e e ik s

The Commission has been very fortunate in the
quatity and dedication of its staff whose efforts
have been recognised by complainants and
providers alike for their efficient and unbiased
approach to complaints.

in one case, a surgeon wrote to the Commission
about the way it had assessed a complaint against
him.

“The officer’s dealings with myself, though
probing and thorough, were most professional....
The Commission’s handling of the matter inspires
an all too rare confidence in the wider medico-
legal arena in current times”.

In another case, the Commission had no jurisdiction
to deal with a particular complaint and referred
the matter to another agency. The complainant
wrote to the Commission about the assistance he
had received.

| have never experienced anyone who has spent
sp much valuable time towards ong in need. You
are a much valued staff member of the Heal th
Rights Commission end your professionalism is
beyond dispute”.

Of course, in any “watchdog” agency it is never
possible to meet the expectations of every client,
given that there are at least two sides to every
story. It is nevertheless refreshing to see that the
Cormmission receives fewer brickbats than it does
bouquets.
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The primary rote of the Complaints Liaison Officer
is to provide support to persons who allege that
they have been victims of sexual misconduct by
health care providers, or in other cases where the
complainant is particularly distressed. This support
can include referral to, and liatson with counselling
services and other agencies. The Complaints
Liaison Officer can also accompany the complainant
to court, the Health Practitioners Tribunal or
Professional Conduct Committee appearances, or {0
have statements taken by the Queensland Police
Service.

During the year, a total of 68 new complaints of
alleged sexual misconduct were received by the
Commission, an increase of 18 over the previous
year. Of these, 24 were confirmed in writing and
the complainants received ongeing support. An
additional 24 complainants whose matters had
commenced in the previous year continued to
receive support. Many of these were serious
complaints where criminal charges had been laid or
where a provider was facing a disciplinary hearing.
Puring the sometimes lengthy period between the
committal hearing and the trial, or in the course of
investigations conducted by Health Practitioner
Registration Bodies, the Complaints Liaison Officer
provides an important point of centact for
complainants.

Support networks continued to be maintained
throughout the year with sexual assault support
services and other relevant agencies throughout the
State. These included the Sexual Crimes
Investigation Unit of the Queensiand Police Service
and the Office of the Adutt Guardian. This enabled
the Commission to provide complainants with the
most-up-todate and relevant information about
other areas that could provide additional
assistance.

In addition to this support function, the Complaints
Liatson Officer assists the Commission with broader
policy development. For example, in the latter
part of 2002, the Complaints Liaison Officer was a
member of the Process Committee engaged by the
Commissioner to examine the processing of
complaints, with a view to reducing backlogs and

identifying areas for improvement. A
comprehensive audit of workflow practices was
undertaken and consultations with staff and
stakeholders were performed in which the
Complaints Liaison Officer played a large part.

Other policy work undertaken by the Complaints
Liaison Officer included submissions made to the
following:

» Office of the Federal Privacy Commissioner -
Public Interest Determination under the
Privacy Act 1988.

« Queensiand Health - Review of Public Patient
Charter.

- NSW Health Care Complaints Commission - Using
Consumer Complaints to make Health Services
Safer and Better.

» Comments on Discussion Paper about the
establishrnent of an Australian Council of
Complementary Medicine.

« Standards Australia international - Draft Open
Disclosure Standard.

« NADRAC - Alternative Dispute Resolution
Terminology Discussion Paper.

« National Herbalists Association of Australia
- Response to Discussion Paper.

« Health and Disability Commissioner New Zealand -
response to survey.

« University of Queensland - Review of the School
of Medicine in 2003,
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Sexual misconduct

The Commission’s Complaints Liatson Officer has
reported an increase in complaints of atleged
sexual misconduct being made to the Commission.
This is particutarly where the provision of a health
service might entail "hands on” contact or require
the removal of clothing. For example, complaints
have been received where inappropriate and
unwelcome sexual touching has occurred and/or
suggestive comments have been made during
consultations.

In the case of one massage therapist, the
Commission received complaints from five separate
women who alleged sexual assault. The cases were
referred to the Queenstand Police Service and the
Complaints Liaison Officer continued to provide
support to the women involved during the police
investigation process, thereby attempting to
minimise the trauma they had suffered. Assistance
was provided via liaison with the police, providing
referrals to counselling services and accompanying
the women to give police statements. This support
was welcomed by the women, given that the
legalistic environment can be another distressing
experience following the alleged incident. The
practitioner was recently convicted and sentenced
to six years jail.

Consumers and providers should be aware that
there are certain steps they can take to safeguard
against the likelihood of such incidents occurring,
or to avoid possible misconceptions. For consumers
these steps should include the following:

« Check the provider’s experience and
qualifications before the treatment, including
membership of professional associations (if
relevant}.

« Inform the provider about the type of treatment
that is desired, including what areas of the body
are to be treated and what clothing (if any) is to
be removed, Check that the provider performs
the kind of treatment that is required.

- If the provider suggests removal of all ctothing or
massage in the genital regions, the consumer
shoutd not proceed.

« If during the session anything occurs that the
consumer considers inappropriate, cease the
consultation and tell the provider that the
conduct is not acceptable.

. Tell someone as soon as possible if sexual
misconduct occurs. This could be a trusted family
member or friend. It is strongly encouraged that
complaints be reported to the Commission, the
police or a sexual assault support agency.

Providers should ensure that the following steps are
taken:

. Provide information to the consumer about
gualifications and experience as well as the
proposed treatment. Questions should be asked of
the consumer to determine their expectations.

Give information to the consumer such as what
clothing may need to be removed.

Check that the consumer consents to the
treatment after having been given the
information (“informed consent™).

if clothing is to be removed during the procedure,
obtain the consumer’s consent again. Consumers
should be asked to remove their own clothing
wherever possible. The underpants should not be
removed by either gender.

« Ensure that the consumer is adeguately covered,
with only areas to be treated left exposed.

» Massage near the genital regions should never be
performed.

Professional bodies, associations and tertiary
institutions can be useful sources of information for
both providers and consumers.
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Table 1: Complaints Resoived by Stage in 2002/2003

Stage of Complaint Process 4 et of Complants

Intake
- Pre-Assessment
Asseséfﬁéht '
Conciliation

Investigation

Miﬁi%tehal Investigatio
Multiple Action
Reférred to Re

sistration Bodies

Table 2: Complaints Open as at 30 June 2003

Current Case Stage | S L ﬂ:j;rpf'befb’fﬁ:_:'__’é,'s.é:éfihm'sféé'e

1 ntai(e

Pre-Asseéssment

“Assessment .
Conciliation =/

anés'tig_:;tid'p=; <

Mihigﬁeﬁé‘i i'n?estigaﬁﬁdn

uttiple Action

Referred to Another Entity

Referred to Registratio_ri Bodies
Total '

O ——— — o o - L
o B R T EME Y T R TR v s PO T &> ! - T ECTpps PFEsTETEL = ':N—nr@:ﬁ:&.namsﬁfwvm&mm%:mm.mw

e e AT < P AT L P L ETS SnET S T  P R




‘Health
Rights
Commission

' Commuhlty Health Sarvice

. Corréctions Health

) Fam!ly Planmng
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Table 3: Respondents to Complaints Received

Proviﬂer‘ ) ‘ = :Nlimbe‘f'p'fztompl ints” |
Abariginal Health Service . . ;
. Aged Care Facullty Commonwealth

Community Mental Health Service ' 1 -
Complementary [Alternatwe .

Cosmetac Pract1t10ner
Counsellor
Day Respite
- Dental Techmclan l Prosthetlst
Dentlst (Pub‘nc/ anate)
Dietician” * o
D15ab1llty Adult Day Serwce

ert;llty Clinic ..

Patholcgy Servu:e

Pharmacist -
:Physaotheraplst '

' Pod1atnst i
Prosthet1st / Orthot1st
Psychiatnst o

_ Psychologast
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Table 4: Primary Issues in Complaints Received ‘

Coordmatwn of treatment

Inadequate treatment

Infection controt. ' o 41 re
Medication - . 84 ‘
Negligent treaiimeht - _ 169 L Fmanmal fraud . :
Roughlpamful treatment 7 - .85 E Illegal pr;ctmes
Treatme t mthdrawnldemed A o 42 f F

Wrnng/mappropnate tr,- 'tmentr 7

Communication.
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Attitude

Consent isstes -

:Inadequateino response to o plamt i
'Other :
Reprisal/retaliation -~ %
Total na S _ ‘
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Effective complaints management -
take the time to save the time

An important part of the Commission’s complaint
resolution function is to assist health providers and
patients to resolve issues between themselves. The
Health Rights Commission Act specifically provides
that health consumers should make reasonable
attempts to resolve their concerns directly with the
service provider in the first instance. The following
is based on an article published by the
Commissioner during the year. it reinforces the
fact that the ideal place to resolve any complaint is
in the practitioner’s rooms, not at the Health
Rights Commission. Intervention by the Commission
should be very much the ltast resort.

Ssometimes direct resolution can prove to be
difficult. On the one hand, health providers may
react defensively when they receive a complaint.
This is understandable, Being the subject of a
complaint is never a pleasant experience,
especially if the person complained against feels
that they have done nothing wrong.

On the other hand, some complainants have
somewhat unrealistic expectations or, in some
instances, may not be confident in their ability to
make their concerns known and understood.

in spite of these difficulties, haatth providers
should take all complaints seriously and make every
effort to resolve them at the first available
opportunity. There are two very good reasons for
this.

Firstly, complaints provide a valuable opportunity
to reassess the quality of services. Without
complaints, systemic problems go unnoticed and
the level of dissatisfaction with services can then
only increase.

Secondty, complaints rarely go away of their own
accord and, if ignored, are likely to escalate. In
this regard, it is important that health providers
recognise that when dealing with patients’

concerns, they may only get one opportunity to set
things right. Complainants are generatly far more
receptive when they first make their complaint
than they are likely to be at any later stage. They
are far more likely to accept the eventual outcome
if they see that the provider concerned has taken
their complaint seriously from the outset. They are
invariably far less receptive if they get the
impression that the service provider is simply trying
to avoid the issue.

Given the number of cases we deal with, the
Commission is well placed to see what works well
and what doesn't, when providers respond to
complaints. Complainants are rarely motivated by
malice. Many start out with no intention
whatsoever of seeking financiat compensation or
disciplinary action against the provider concerned.
More commonly, they seek to have their concerns
acknowledged, for others to know what it i5 tike for
them, some assurance that the same thing will hot
happen to someone else and, above all, a full
explanation of what happened and why, expressed
in terms that they can understand.

importantly, even in those cases where
compensation is saught, this issue will not be
avoided simply by the provider ignoring the
problem.

The article published by the Commissioner made
the following suggestions to health providers.

Listen to and acknowledge the patient’s concerns.

Depending upon the circumstances, it may be
appropriate to invite the patient to come in to the
practice to discuss their concerns in person. But
whether responding in persen or in writing, do so
promptly. This shows that the matter is being
taken seriously.

Address issues openty and sincerely, in simple
language, avoiding compiex medical terms as far as
possible.
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Ensure that all of the issues raised by the patient
are addressed, not just the ones that may seem
important to the provider. Double-check the
accuracy of the information provided and confirm
the patient’s understanding of that information.

Be sensitive and show that you do care. Itcan
make a huge difference if the response to a
complaint is courteous, friendly and sincere. The
aim should always be to preserve the relationship
with the patient wherever possible, not just to get
them to go away.

Don’t be afraid to say sorry. Expressing regret that
a particular outcome occurred or the fact that the
patient is upset may go a long way towards
resotving the matter, but does not constitute an
admission of Liability.

Above all, avold the temptation to respond to the
complaint in an emotional or defensive way.

There are lessons for health consumers as well.
Even where a patient suffers an adverse outcome,
this doesn't necessarily mean it was somebody’s
fault. Al procedures involve some degree of risk.
And even if the outcome could have been avoided,
it is not as if problems with treatment are
intended. All areas of health care are difficult and
challenging.

It is understandable that patients and their families
react to an adverse outcome in an emotive way,
but the problem is more likely to be resolved if
they also approach complaints in & constructive
way.

Based on an article previously published in the
AMAQ journal

Cenciliators providing an information session gs part of a Quality Improvement
ond Eatient Satisfaction Satellite Broadcast to Queensiand Health

Complaint Co-ordinators
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Improving access and awareness for
Multicultura! Queensiand -
Your Rights are our Business

*Your Rights are Our Business” has become the
message for a collaborative partnership of
independent statutory agencies seeking to enhance
community awareness of and access to complaint
mechanisms in Queenstand.

During the year the Commission approached the
Community Engagement Division, Department of

the Premier and Cabinet, with a proposal to initiate

meetings with other statutory agencies seeking to
engage and raise awareness with culturally and
finguistically diverse communities in Queensland.

The initial meeting of this project was held in
February 2003 and inctuded the Anti-Discrimination
Commission, Health Rights Commission, Crime and
Misconduct Commission, Commission for Children
and Young People, State Ombudsman and Legal
Ombudsman. As a result, a range of issues and
strategies have been identified to promote equal

NAIDOC Week - an opportunity to display the jaint Commissions -
Ombudsman project Banner"Your Rights are Our Business”

access to complaint services, raise awareness,
identify opportunities for joint promotion and
ensure that complaints handling processes refiect
cultural sepsitivity.

Since the commencement of this project the group
has participated in joint awareness raising
activities, such as participation in an Interchange
Forum organised earlier this year by Multicuttural
Affairs Queensland to deiiver information to
representatives from a range of ethnic groups. The
banner "Your Rights are Our Business”, developed

MAQ Interchange speakers: (L-R) Darryl Briskey MP, Partiomentary

Secretary to the Premier; Susan Booth, Commissfoner, Anti-Discrimination §
Commission; Rebin Sultivan, Commissianer, Commission for Children and

as part of the project, has already been used in
joint promations at public events such as NAIDOC
Week.

This project is a key demonstration of cotlaborative
practice across government agencies. its message
is not only about people exercising their rights, but
also acknowledges that members of the
multicuttural community experience barniers which
limit their awareness of services and the ability to
raise concerns and complaints. The project
promotes the messages that “It’s OK to complain”
and that one person’s complaint can serve to

Young People; Frank King, Deputy ombudsman, Office of the Queensland improve the level of services available to the entire
Ombudsman; David Kerslake, Commissionrer, Hewlth Rights Commission, community.

EBrendan Butler, Chairperson, Crime and Misconduct Commission and Jock

Nimmo, Legol Ombudsman
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Increasing Public Awareness

2002/2003 has seen the Commission make a strong
commitment to the importance of education and
awareness to the community of Queensland.

This year the Commission has participated in 53
education and information activities. While
targeting consumers of health services, there has
also been a particular focus on heatth provider
organisations, tertiary facilities, Queensiand wide
conferences and public events,

With an emphasis on direct resolution as a driver,
the Commission’s major focus was not only in
raising awareness, but also in the education and
provision of information to assist the early
resolution of comptaints and concerns.

This included the development of new information
materials such as Consumers - A Guide to Help You
Resolve your Concerns/Complaint, and also
targeting health providers to improve the
management of complaints to enhance the
resolution process. The development of provider
specific information materials is a current project
and will aim to provide health practitioners and
services with information and tips in handling and
managing complaints.

Providing Information ot the AMAQ international Health Expa

Increased participation in public events has given
the Commission an opportunity to interface directly
with consumers and providers and to raise its
profile in the eyes of the Queensland public.
Examples of activities have included attendance at
Mental Health Week activities, NAIDDC Week, the
AMAQ Health Expa, Ethnic Communities Council
Youth Health Expo and the “Look Good Feel Good”
Expos.

These opportunities not only provided a forum for
distribution of information and promotional
material, but also enabled Commission staff to
engage directly with the public.

Networking opportunities have also been a highlight
of participation in public events, meetings and
conferences resulting in further educational
activities and project work.

The Commission acknowtedges that community
putreach, education and awareness strategies are
integrat and complementary to effective and
proactive complaints management.
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Inadequate
communication s a
?& recurring theme in
il complaints to the

%, Commission and

il often causes a

é great deal of

% distress to patients
A

i

Good

communication is

an essential part;

i and their families.
A number of
welcome initiatives
have been taken to
improve the
communication
skills of health

of any health

practice

B i usirsoar

service providers, including the increased emphasis
placed on this area in the training of recent
graduates. Despite this, failures in communication
continue to be the root cause of many complaints
made to the Commission.

approxrmately SiX. months She smd ‘that she had .
asked onant mber of occasro : for rm x ray to be

the comp{aina t's urm was still badly damaged
and her musde strength and tone was severef ‘
dlmm:shed

An rndependent apmmn obtamed in conc:tmnon
stated that ult:mately the delay in detectrng the
non-union was un!rkety to h&ve contnbutea‘ to the
poor outcome. ‘The or;gmar injury had been quite’

Failure to obtain informed consent is another
recurring problem. Patients need to have sufficient
information to make informed decisions and it is
the responsibility of health practitioners to provide
it, in a form that is easy t0 understand. This
requires proper discussion, adequate information
and genuine choices, not just the patient's
signature on a consent form.

One of the
Commission’s key
functions is to
identify systemic
issues arising out
of complaints and
to work with
providers on the

Complaints are a |

key factor in
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: lementation of
ualit mp
q Y system
. t improvements. In
improvemen i this way, one

q has the potential
d to benefit the
entire community.
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The Minister for Health may refer public interest
concerns to the Commission for investigation.

The Commlssron undertook a mmrstenal

md:genous man who had | beeh admltred to.a




mentatl health semce The Commission -
concluded that the serwce shoutd have. mva!ved :
the man ’s fam:ly in pianmng his care and that the"

surc:o‘e. The serwce rewsed_the relevan =

protoco!s as wel las mcreaslng the number of :
mdlgenous mentaf heal th workers avm!able to :
work a!ongs:de other staff in prowdmg serwces

and outreach to: remote areas

Where health providers agree to systemic changes
following complaints to the Commission, the
Commission follows up as a matter of course to
confirm that the changes have been implemented.
in some instances, providers have sought the
assistance of the Commission in the actual
implementation of recommended changes.

sessions _for parhcufar 5taff and engage ;the

expert clinician ‘to undertake those sessions.  The. 5
Commrsswn WGs. a!so mvolved in the educatronal :

sessions with chmcrans to assist in 1mprowng the
standard of documentat:on in Jndrwdual cases -

As noted earlier in this report, the Commission
makes every effort to resotve complaints as
informally as possible. Even during the initiat
assessment stage, if systemic or procedural issues
become evident the Commission will seek to
negotiate appropriate changes with the provider
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concerned, if possible without recourse to Mmore
formal statutory action.
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: The woman “was also satrsfred wr

'The med:cai recards were.r wewed by the

Gn

hosp:ta! premature res:t‘ -of the:
cannula fa:[ure to remove a dentaf p[ate ieodrng
et 2 mother as

_palhatrve care, problems with the msertron of oo
the nasogastnc tube “oral care care by the B
doctors, IV removal and patlent repos:tromng

Ce ommrssron to gssess: the sedatlon issue and the
Cormmission submrtted mformatran to tbe hosp
to ossist iia re\aew of IV management The
Commission was then satisfied that the. hospi ta-l
had made adequate changes to assrst in : ]
preventmg a repetlt:on of the above problem
 the changes
nd thanked the Comm:ss:on far its assrstance in
resoIvmg the comp!amt

al

it is a commeon

1 misconception that
! complaints are
the Commission’s | 22 orared

4 by a desire for

4 compensation. On
1 the contrary, many
' complainants seek
| no more than an

1 acknowledgement
| of the outcome of
i} treatment from

4 their point of view
4 and an assurance

A that the same

4 thing will not
happen to someone
else.

In some cases,

conciliation
processes serve
as an effective

and valuable
alternative to

litigation

For those cases where compensation is a realistic
possibitity, however, the Commission's conciliation
process provides a free, confidential and non-
adversarial means of resolving disputes without
recourse to the more time- -consuming and
invariably expensive alternative of litigation. The
Health Rights Commission Act requires the
Commission to assess whether the standard of
treatment provided in individual cases was
reasonable in all the circumstances. In claims for
compensation, this essentially revolves around
whether a case could be established that the health
provider was negligent.

The Commission can work with the parties to define
the issues that need to be resolved in this context
and the questions that need to be asked, as wetl as
by obtaining independent opinions, if necessary,
from experts in the appropriate field.

although th probiem wasr en_:f;
trtch was not removed

for some months

———E PSS
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The hospitat responded to the complamt with a
Jull outlme of the c!rmcal fucts and ¢ a ‘
acknawledgement that the hosp:taI system had
not. respanded to the wormnarn’s prob!em ev 'ﬁ

Althaugh the hosp:tal represen ive was clear
there was an issue af {rabihty n'tms €a
hospital believed that the habrhty was limited t
the damage caused by the delay m removmg the
stitch. The hosprtal did not accept that alt of the"
woman’s health prob!ems ste‘" med from tsi
-actions. y : : :

rutrdént wauld “"hap’pen agmn -

Confidence in the Commission’s handling of
difficult or sensitive cases is reflected in the fact
that providers themselves sometimes refer
complainants directly to us for advice or assistance.

One such case stemmed from a hdsbitai’s failure -

to dct on signs of pre- eclampsra ina yaung o Sometimes, all that camplainants seek by way of

woman's first pregnancy. The child was borri at, © compensation is the cost of having unsuccessful i
term but was not alrve at the time of - dehvery ' treatment performed again, by the same oF possibly
it was clear from the medical records and the a different practitioner. :

mother's reports that the ch:!d had been alive
tess than 12 hours before delivery. it was also
clear that the chrId would probab!y have surwved
had there been an earher T ponse to, the i ’ :
mother's symptoms and presentatmn at antenuta[
visits. - The hospital’s Director of Medical Semces'.
had already met with, and upofog:sed to, the ;
parents and suggested they contact the TE
Commission for the matter to be concmated -

-=-The wom _ 1té
'ihave the urgery do ; ic
surgeon : The doctor s msurer contacted the o
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":surgeon also fe! £ to be unsatrsfa tory

I
)
i

amicably in cona.lmhon
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‘The woman in thrs case had no mtentron of
seeking legal advice about any potentml clarm as'-
she was clear that she W]Shed only to have the
surgery ‘redone by a drfferent p!astrc surgeon

The worman obtained a quote from anorher
surgeon to have the procedure revised. A .
Vsettlement to cm(er those costs was negotrated

Even though a

4 patient may have

1 suffered an
adverse outcome,
4 this does not of
outcomes do not | ¥ Ve rie 9@
justifiable claim
far compensation.
To establish a legal
claim, the

] complainant would

Adverse

necessarily give

rise to a valid

claim for | need to establish
. § that the adverse
compensa t1on. '} outcome arose as a

4 result of

] inadequate or

4 negligent
treatment. In
some instances, however, patienis may experience
putcomes that are nobody's fault, but are
unfortunately part of the risks commonty associated
with the particular procedure. If the Comumission’s
enquiries reveal that the risks were adequately
explained beforehand and expert advice points to
the outcome being one of those unfortunate risks
{rather than the result of inadequate treatment),
there is usually nothing more the Commission can
do. The Commission nevertheless provides the
complainant with a full explanation of the findings
to provide some reassurance that the treatment in
jtself was not unreasonable.

o B e PR S

One of the greatest sources of frustration for either
or both of the parties to a complaint is where the
Commission is unable to obtain sufficient evidence
to reach an informed view. The Commission does
all that it can to obtain and weigh up relevant
evidence, but if the end result is ong person’s word
against another’s with no independent evidence,
there is little more that can be done. It is quite
understandable that persons who have gone to tha
trouble of making a complaint would feet
disappointed with such an outcome, but no mere so
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than those complained against who may also feel In one such case; a woman stated she- attended
they have right on their side. her. GP of i3 years w:th her 12 year—old son to.
| ] e was xpenencmg :

For examp[e, a woman compiamed that her

husband who suffered from emphysema and a-
heart condr tion was refused treatment by a GP
She scnd that her husband needed urgent :

to contmue treatmg the man bur wanted himto”.
understand that the treatment would be of httte
behefit lf the man cantmued to smoke. He smd &
that the man became angry at his"

s s P T A

complamt was there _fre closed :

Although it is not always possible to reach a
view on the facts of a particular case, the

Commission remains on the lookout for patterns i
of behaviour that may he revealed where similar
comptaints are made about the one provider. 3
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Overview

The Executive Services unit is responsible for alt of
the Commission’s corporate support activities,
including financial management, human resource
management, information technology, community
outreach and general administration. This includes
the development and management of operational
systerns, processes and services to ensure effective
and efficient support to the Commission’s core
business activities.

The Executive Services unit also provides
receptionist services, which is the first point of
contact with the Comimission, and direct support
services to the Complaints and Conciliation units.

The following highlights provide a brief synopsis of
some of the projects and activities undertaken by
Executive Services staff during the 2002/2003
financial year. :

Security Review

The Commission sought the assistance of the Crime
Prevention Unit of the Queensland Police Service to
conduct a security assessment of the Comnission’s
offices, and to address staff on matters of personal
security. Two potice officers attended the
Commission and subsequently provided a report
containing ten recommendations or suggestions for
improving the physical security of the Commission’s
offices.

The Commission has implemented enhanced
physical security arrangements and procedures in
accordance with the report’s recommendations.

Reception Services

During the year, the Commission’s reception
received approximately 20,000 enquiry calts. These
calls were assessed and direct assistance provided
to the caller by reception where appropriate.
Approximately 4,500 calis were transferred from
reception to Enquiry Officers for further attention.

Ipeesm—————— L AL LSS GG ]

Human Resources

The Commission continued to experience sigpificant
staff movements during the year. The new
Commissioner commenced duty in August 2002,
following the retirement of the former
Commissioner at the end of his five-year term of
appointment.

Inservice truining for staff

The Minister for Health approved temporary funding
to enabte the Commission to engage four additional
officers for a period of up to twetve months o
address the backlog in complaints. in addition,
during the year, one officer resigned, one officer
commenced twelve months’ leave of absence, and
four officers accepted secondments to other
departments and agencies in order to further
develop their skills and broaden their work
experience, Internal retieving arrangements
provided other staff with the opportunity to gain
experience within the assessment, investigation and
conciliation processes of the Commission.

It is anticipated that the organisational structure of
the Commission will continue to evoltve to meet
demands from complainants and service providers
alike, and to provide more efficient and effective
services aligned with a limited resource base,
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Enterprise Bargaining The review and evaluation of the Commission’s :

Agreement 5 (EBA5) complaint management program "proActive”, which :
has been in operation in the Commission since

Negotiations for a new enterprise bargaining March 1998, was completed. The review was

agreement commenced in January 2002, with the unable to identify real "off the shelf” software

Manager Executive Services or his detegate alternatives with at least the same functionality

representing the Commission on the Single and scope as the current system, The Commission

Bargaining Unit, together with representatives from will therefore identify and implement appropriate

Queensland Health, the Department of Industrial strategies to extend the life of the current

Relations, the Queensland Council of Unions and database, including an upgrade of the base

Affiliated Health Unions. Negotiations were component, Lotus Notes.

successfully concluded during the year, with the
Queensland Health Certified Agreement (No 5) 2003
signed by the Commission on 25 October 2002. This
Agreement is effective from 1 September 2002 untit
31 August 2005.

Systems security remains a high priority for the
Commission's Information Infrastructure. An
internal audit will be undertaken on network access
controls, ail security policies wilt be reviewed, and
the Firewall and Virus Protection systems will be
Financial Services upgraded to ensure the continued security of the

Commission’s infrastructure.
The Commission received $2.202 mitlion to fund its

operational activities and asset replacement .
program. In addition, the Minister for Health LEgal Services
approved funding supplementation of $345,000 for
the employment of four temporary staff for twelve
months to address the complaints backiog, and
$48,000 for specific operational expenses. Funding
of $225,000 was also transferred to meet the cost
of employer superannuation contributions, which
were previously met by Queensland Health.

The Commission’s Legal Services Officer accepted a
secondment to Crown Law for a period of twelve
months from January 2003, The key duties and
functions associated with this position have been
performed by the Commissioner and other staff
members as required.

The Commission maintains separate investment Freedom of Information

. . 2
accounts W'th the Queensland Treasury Corporation Seventeen applications were received in the year
representing its accrued recreation leave liability

= ; under the Freedom of Information Act 1992,
and a provision for its asset replacement program. compared with 22 applications in the previous

financial year.

The Commission’s audited annual financiat

statements are provided at the end of this report. Of the applications received in the year under

review, 14 were for access to documents of a i
Information Techno[ggy personal nature and three requests were for access
to non-persenal documents.
The Commission implemented Corporate Desktop

internet Access for alt staff, utilising a commercial
) i ; 8 : During the 2002/2003 financial year, a total of 795
Internet Service Provider (ISP). Staff benefits R . s
. . \ . documents were considered in the applications for !
include instant access to reference information |
. . - - access to documents of a personat nature and 95% ;
available on the World Wide Web, while achieving a . . ;
o oy . - of those documents were released in part or in full. |
reduction in the Commission’s costs associated with

. This represents an increase in the number of i
external network communications. :

documents of a personal nature being released to
applicants in part or in full from the previous year. ‘
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in the 200172002 financial year, 93.4% of documents
considered in applications for documents of a personal
nature were released.

! A total of 100 documents were considered in the

i applications for non-personal documents during the

1 2002/2003 financial year. Of these 73% were released
i in part or in full with the remaining 27% being exempt
from access. These figures demonstrate a decrease in
i the rate of release of documents in non-personat

L applications. In 2001/2002, 75.9% of the documents
applied for in non-personal applications were released
¢ in part or in full. '

There were no applications for amendment of
information under the Freedom of Information Act 1992
made to the Commission in the year under review.

Equal Employment Opportunity Report

In accordance with the Equal Opportunity in Public
i Employment Act 1991, the following information is
¢ provided in respect of age, gender and classification
statistics as at 30 June 2003.

staff by Age & Gender

 Male
Female -
Total |

staff by Administrative Classification Stream

Male
Female
T'ota_l
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The primary function of the Communications and
Qutreach section is to co-ordinate activities aimed
at achieving the education, information and
promotional requirements of the Health Rights
Commission Act.

This encompasses 5 major areas of responsibility:

1. Education and raising awareness in Queensland
about the Commission’s functions, with a
particular focus on consumers and praviders of
health services;

2. Liaison with consumer and provider organisations
to facilitate cottaborative working relationships;

3, Fostering relationships with special needs groups
such as Aboriginal and Torres Strait {slander
communities, culturally and linpuisticatly diverse
communities and people with disabilities;

4. Development and evatuation of educational,
promotional and infarmation materials; and

5. Co-ordinating media activities and pubticity.

Raising Public Awareness

This year has seen an increased focus on awareness
and educational activities.

Commission staff participated in 53 presentations
targeting ConsUMers, health providers, tertiary
institutions, state and national conferences and
public events.

-

Meeting participants at the Ethnic Youth Health Expo
at Annerley
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The Commission’s increased emphasis on direct
resolution formed the focal point for a number of
educational activities including the development of
new information materials such as Consumers -

A Guide to Help You Resolve Your
Concerns/Complaint.

The continuing demand for information materials
indicates an increased awareness of Commission
functions in the community.

Enhancing Access and Awareness to
Multicultural Queensland

Complaints in Health, Employment, Equity and
Rights {CHEER) was established as a partnership
project with the Anti-Discrimination Cornmission
and Multicultural Development Association, working
collaboratively across government and community
sectors to enhance awareness and access to
complaint mechanisms in the health and
employment sectors. The project formed a
reference group with community representation,
resulting in a proposal to be submitted for funding
of a 12-month pilot project. This includes the
employment of a project co-ordinator operating
within an action research modet and also providing
liaison and support to the multicultural community
to access complaint mechanisms.




The Commission also participated in the Logan and
Beenleigh Information Project whose key objective
is the provision of information on services available
to women and families in that region who come
from culturally and linguisticalty diverse
backerounds.

Acknowledging the importance of improving agency
prattice and increasing cultural sensitivity,
Commission staff participated in intercultural
Foundation Skills Training provided by Multicultural
Affairs Queensland.

Building Bridges - A Focus on
Consultation and Collaboration with
Health Providers

The Commission identified the need to develop
information materials targeting health providers
with the aim of improving the handling and
management of complaints.

The Provider Information Project consulted with a
range of services and practitioners as part of a
regular focus group. Organisations represented
inctude the Australian Medical Association
Queensland, Australian Dental Association
Queenstand, Accreditation General Practice
Australia Ltd, Aboriginat and islander Community
Health Services, Quatity Improvement Princess
Alexandra Hospital, Royal College of Nursing
Austratia, Australian College of Midwives, Mater
Hospital and the Australian College of Natural
Medicine.

The group has provided valuable insight and
expertise, with the project at the stage of
developing draft materials and an information
strategy targeting health providers. These
materiats are aimed at encouraging and enhancing
effective complaints management and resolution at
the iocal level.

Evaluation of the program

i the course of the year, the Communications and
Qutreach section also provided supervision to two
social work students from the University of
Queensland as part of their practical experience.
Significant tasks undertaken by the students
included Power Point training for staff,
development of guidelines for publications and a
review of the Community Outreach Strategy.

The aim of the review was to evaluate the
effectiveness of the Community Outreach Strategy
to date, increase participation of staff, consumers
and providers, and make recornmendations for
further improvement.. Evaluations were conducted
both internally, obtaining staff views, and
externally, with surveys conducted via public
events, education sessions and project groups.

The evaluation hightighted the importance of
community outreach and education within a
complaints agency, identified the importance of
collaborative and participatory praciices,
reinforced the continuation of activities which
raised the Commission’s profile, and identified the
need to conduct regular reviews in future.

The Provider Informatian Project, Focus Group commencing their
review and development of materiats
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¢ The three year term of the Health Rights Advisory The Minister for Health appointed a new Council
© Council expired on 23 March 2003. on 1 May 2003 for a term of three years. This
Council comprises:

. Membership of that Council comprised:
! Consumer Representatives

Consumer Representatives Mr Joe Veraa
Mr Pat Nolan {President) Ms Colleen Cartwright

:  Ms Colleen Cartwright Provider Representatives

Provider Representatives Ms Kym Barry
Ms Kym Barry Dr Zelle Hodge

Dr Jean Collie Other Representatives

Other Representatives Dr Derek Lewis (President)
Dr Derek Lewis Ms Jane Sligo

Ms Jane Sligo
The new Council met for the first time

As reported in the Annual Report for 2001 12002, Dr on 10 June 2003.

Jean Collie resigned as a member of the Council on
15 May 2002. The Minister for Health appointed Dr
Zelle Hodge on 13 November 2002 as a provider
represeftative.

. The Council met on 10 September 2002, 10
December 2002, 11 March 2003 and 10 June 2003
and considered such issues as the Code of Health
Rights and Responsibilities, the Review of the

! Health Rights Commission and the Personat Injuries -
i Proceedings Act.

The Commission wishes to express appreciation o
S Mr pat Notan for his contribution to the Council and
i his support of the activities of the Commission. Mr
Nolan held his membership on the Council from
February 1998 to 23 March 2003 and did not seek
reappointment for a third term.
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Purpose

The purpose of the Health Rights Commission Act
1991 is to provide independent review and
conciliation with respect to services provided by
health service providers to health service users and
for improvements to those services.

Objectives (section 4)
The principal objectives of this Act are -

{a) to provide for oversight, review and
improvermnent of health services by establishing
an accessible, independent facility that will -

(i) preserve and promote health rights; and

{ii} receive and resolve health service
complaints; and

(iii) enable users and providers to contribute to
the review and improvement of health
services; and

{iv) provide education and advice in relation to
health rights and respensibitities and the
resolution of complaints about health
services, whether or not made under this
Act: and

{v) assist users and providers to resolve health
service complaints; and

{b} to provide for the development of a Code of
Health Rights and Responsibilities; and

{c) to provide for the appointment, functions and
powers of a Health Rights Commissioner; and

{d) to provide for the establishment, functions and
operation of a Health Rights Advisory Council.

Commissioner’s Functions {(section 10)
The functions of the commissioner are -

(a} to identify and review issues arising out of
health service complaints; and

{b) to suggest ways of improving health services
and of preserving and increasing health rights;
and

{c) to provide information, education and advice in
relation to -

{i} health rights and responsibilities; and

(it} procedures for resolving health service
complaints; and

(d) to receive, assess and resolve health service
complaints; and

(e) to encourage and assist users to resolve health
service complaints directly with providers; and

(f) to assist providers to develop procedures to
effectively resolve health service complaints;
and

{g) to conciliate or investigate health service
complaints; and

{h) to inquire inta any matter relating to health
services at the Minister's request; and

{i) to advise and report to the Minister on ary
matter relating to health services or the
administration of this Act; and

(j) to provide advice to the Council; and

{k} to provide information, advice and reports to
registration boards; and

(1) to perform functions and exercise powers
conferred on the commissioner under any Act.
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HEALTH RIGHTS COMMISSION

STATEMENT OF FINANCIAL PERFORMANCE
For year ended 30 June 2003

Notes 2003 2002
$ $

: Revenue from Ordinary Activities

\ Govermnment Endowment 3{a) 2,620,000 2,231,515
3 Other income 3{b) 78,688 35,322
Total Revenue from Ordinary Activities 2,898 689 2,266,837
k Expenses from Ordinary Activities

Employee Expenses 10 1,892,707 1,543,230
Executive Services 2(a) 511,914 577,637
Health Rights _ 26 ‘ 100,187 64,149
-;E Depraciation 6(b} 48,680 45,507
l Total Expenses from Ordinary Activities 2,653,487 2,230,523
E Ket Surplus from Ordinary Activities . 246,202 36,314
Net Surplus ) 7 14 246,202 36,314
} Total revenue and expense adjustments recognised directly in equily - -
’ Total changes in equity other than those resulting from transactions with owners as owners ' 246,202 36,314

The above Statement of Einandal Performance should be read in confunclion with the accompanying notes

1
3
:
i
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HEALTH RIGHTS COMMISSION
STATEMENT OF FINANCIAL POSITION
As at 30 June 2003 i
Notes 2003 2002
$ :
CURRENT ASSETS : -
Cash Assets _ 4 559,767 608,240
Receivables 5 74,944 43,837
Prepayments 3,404 1275
Total Current Assets ' 638,116 53,352 ;
NON-CURRENT ASSETS
Property, Plant and Equipment &{a) 115,379 130,472 :
Total Hon-Current Assets 115,379 130,172 :
Total Assets 753,495 783524 ;
CURRENT LIABILITIES ‘
Payables 7 183,445 470,064 }
Provisions . 8 130,830 120,441 ;
Total Current Liabilities 314,274 590,505 :
Total Liabifities . 314,274 550,505
Net Assots (Lizhilities) : 439,221 183,019 x
EQUITY '
Accumulated Funds 14 438,221 103,018 !
Total Equity 438,221 193,019 ‘
) b1

The above Staternent of Financial Position shouid be read in conjunction with the actompanying notes

i
i
i
i
:
:
i
:
i
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HEALTH RIGHTS COMMISSION

; STATEMENT OF CASH FLOWS

; For year ended 30 June 2063

; Notes 2003 2002

: $ $

i CASH FLOWS FROM OPERATING ACTIVITIES

i inflows:
Government Endowrent 2,761,830 2,231,515
Interest received 38,932 34,643
FOI Application Fees ’ a5 402
1 5L Retmbursement : 55,906 35
(ther Revenue - 5
GST Received Frum Endowment 276,185 223,152
GST Received From ATO 22,784 6,848

Qutflows:

Salaries and Wages (2,287,337) {1.147,486)
Suppliers (595,434} (636,101}

: GST Paid on Purchases (57,821) (69,093}

GST Paid To ATO {230.314) {178.822}

% Net Cash Provided by Operating Activities 9 {15,065} 454,082

] CASH FLOWS FROM INVESTING ACTIVITIES

‘ inflows:

1

: Sale of Assets 3,100 -

‘ Outflows:

Payments for Purchase of Plant and Equipment (36,508} (71,626}

i Net cash used in investing activities {33,408) {71,026}

Net increase / (decrease) in cash (48,473) 393,066

5 Cash at beginning of reporting period 608,240 215,174

Cash at end of reporting period 4 559,767 608,240

The above Statement of Cash Flows should be read in ronjunction with fhe accompanying notes
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{b)

(e}
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(e)
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(g}

(R}

HEALTH RIGHTS COMMISSION

NOTES TO AND FORMING PART OF THE ACCOUNTS FOR THE YEAR ENDED 30 JUNE 2003

STATEMENT OF SIGNIFICANT ACCOUNTING POLICIES

The significant accounting policies which have been adopted in the preparation of
these statements are as follows:

Basis of Accounting

These financial statsments are a general purpose financia! report and have been prepared in accomiance
with the Financial Administration and Audit Acf 1977, the Financial Management Standard 1997, applicable
Ausiralian Accounting Standards and other prescribed reguiremerts.

Except where stated, the Financial Statements have been prepared in accordance with the histerical cost
canvention and the accounting palicies adopted are consistent with those for the previous year.

Going Concern [ Economic Dependency
The Commission refies on the continued funding from Queensland Heahth to meet its debts and obligations,

The Reporting Entity

The financial statements include the vaiue of all assets, liablities, equities, revenues and expenses of the Commission.

Ravenue

Endowrnent revenua Is recognised when received. Queensiand Health provides a guarterty endowment that is
determined annually by budget submission to the Minister. Fumnding for capital expenditure is required to be
guarantined in a separale fund. Other revenue is principally derived from short tetm investment of surplus cash,

Cash Assats

Forthe purposes of the Statement of Financial Position and the Statement of Cash Fiows, cash assets include afl
cash ant cheques receipted but not banked as well as teposits at cafl with financial institutions.

Receivables

Debtors are recognised at the nominal amounts at their assessed values and setiiement being generally required
within 30 days from the invoice date. Debiors are generally in the form of reimbursements and are only withe
other government Deparirments or agencies.

Payables

Creditors are recognised upon receipt of the goods o services ordered and are measured at the agreed
purchase/contract price. Amounis swing are unsecured and are generally setled on 30 day terms.

Property, Plant and Equipmeant

Acquisifions
All itermns of plant & equipment with a cost o other value in excess of $300 are recognised in the financial
stataments in the year of acquisition.

Depreciation

Depreciation on all fixed assels is calculated on a straight-ine basis 5o as to write-off the net cost or revalued
amount of each depreciable asset, less it estimated residual value, progressively over its estimated

usefid [z fo the Commission.The depreciation rates used for each class of depreciabie asset are:

Ciass of Fixed Asset Depreciation Rate
Cornpuler Equipment 20% - 30%
Crffice Equipment 10% - 30%
Fumiture & Fittings 5% - 10%

Revaluation of Norn-Current Physical Assets

From 1 July 2001 property, plant and equipment are measured at cost in accordance with AASB 1041
Revaluafion of Non-Current Assets and Oueensland Treasury's Non-Current Assel Accounfing
Guidatines for the Queensiand Public Ssctor.
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HEALTH RIGHTS COMMISSION

NGTES TO AND FORMING PART OF THE ACCOUNTS FOR THE YEAR ENDED 30 JUNE 2003

STATEMENT OF SIGNIFICANT ACCOUNTING POLICIES (Continved)
Employes Benefits

Wages, Salaries and Annual Leave

Wages,salaries and annuat leave due but unpaid at reporting dale are recognised tn the Statement of Financial

Posifion and indude related on-costs such as payroll tax and workeover premiums,

Long Service Leave

Under the State Govermnment's long service leave scheme a levy is made on the Comrmission o cover fhis expense.

Amournits paid to employees for fong senvice leave are claimed from the schame as and when leave is taken. -

No provision for long service leave is recognised in the fnandial statemants, the liabllity being held on & whole-nf-

Govemment basls and reported in the finandial report prepared pursuant AAS 37 - “Financial Reporting For
Governmenis”,

Superannuation

Empioyer supsrannuation contributions are paid to QSuper, the supesannuaiion plan for Queensland Government
employses at a rate determined by the State Actuary. No liability is recognised for accruing superannuation benefits
ins these financial statements, the ¥abdlity being held on a whaole-of-Govemment basis and reported in the financial

report prepared purstiant to AAS 31 - "Financial Reporting by Govemments* .
Taxation

The Commissian's activities are exempt from Commonweaith taxation except for Fringe Benefits Tax and
Goods and Services Tax ("GST"). As such, input tax credits recelvable and GST payable from/o the
Australian Taxation Office are recognised and accrued as a net receivable. Ravenues, expenses and
asseis are recognised net of the amount of GST. Cashftows ralating to GST payrnents or receipts are
disciosed on a gross basls in the Statemont of Cash Flows.

Rounding And Comparatives
Amounts included in the financial statements have been rounded to the nearest 31

Comparative information has been restated where necessary 1o be consistent with disclosure in the current
reporting petiod. :

Leases

A distinclion Is made in the financia! statements between finance leases, that effectively transfer from
the lessor to the lessee substantially all the risks and benefits incidantal 1o ownership, and operating
leases under which the lessor retains subsiantially afl risks and benefits.

Where a non-curment physical asset s acquired by means of 2 finance lease, the asset is recognised
at an amount equal to the present value of the minimum lease payments. The Bability is recognised at the
same amount. Lease payments are aliocalst between the principal component and the inierest expense.

Operating lease payments are reprasentative of the pattem of benefits derived from the leased assets
and accordingly, are recognised as an expense of the pariod in which they are incured.
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HEALTH RIGHTS COMMAISSION
NOTES TO AND FORMING PART OF THE ACCOUNTS FOR THE YEAR ENDED 30 JUNE 2003
2003 2002
% $
NOTE2 OPERATING EXPENSES
{a) Executive Services
Administrative Expenses 30,808 84,056
Extemal Audit Fees 5,800 7,250
Catering Expenses 2,010 2737
Consultancy 43,307 88,885
Frings Benefits Tax 12,685 10,366
Library Expenses 4,679 7,236
Maintenance Costs 21,961 6,077
Mator Vehicie Expenses 30,291 30,469
Plant & Equiprnent Purchases <3300 4,833 2,188 :
Printing Expenses and Postage 26,306 35,633 H
Network Support 18,258 17,641 ]
Rant 188,658 202,466 H
Software Licenses 13,700 13,308
Staff Development 6,146 7,184
Stationery and Office Supplies 10,830 20,515
Telephone Expanses 52,390 65,267
Temporary Staff Expenses 27,155 3,735
‘Travel Expenses B70 §,904
Translation Services 1,733 3,685
Membershlps 494 2,035
511,914 577,637
()  Health Rights 1
i
Consultancy 48,417 49,261 ;
Library Expenses 265 1,644 H
Staff Development 5,248 5,190 i
Travel Expanses 46,256 8,045 :
i
106,187 64,149 i
j
NOTE3 REVENUE FROM DRDINARY ACTIVITIES ;
{a) GOVERNMENT ENDOWMENT
Salaries 2,118,000 1,518,515 ]
Asset Depreclation 34,400 00,800
General 667,600 522,200
2,820,000 2,231,515
i
(6) OTHER INGOME
Interest eamed 39,103 34,879 !
Gain on disposal of aquipment R 1,058 - H
Other sales : - 5 i
L8L. Reimbursermant 32,433 3%
FOI Application Fees B5 402 {

79,688 35,322
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: " HEALTH RIGHTS COMMISSION
: NOTES TO AND FORMING PART OF THE ACCOUNTS FOR THE YEAR ENDED 30 JUNE 2003
! 2003 2002
: ¥ »
NOTE 4 CASH ASSETS
Cash at Bank 46,753 42,384
Cash On Hand 300 300
QTC General investment 279,773 451,896
QT Asset Depreciation Investment 106,258 61,761
i QTG Acorued Recreation Laave Invesimenit 128,684 - -
: QOTC Capital Works Investment - 51,860
558,767 605,240
E NOTE S RECEINABLES
i Accrued interest 174 236
{ Safary Recoverable - 1.054
f Sundry Debtor 3,167 19,763
G5T Input Tax Credits Recetvable 71,606 22,764
; 74,904 43,837
NOTE &
{a) PROPERTY, PLANT AND EQUIPMENT
5 Compulers & Equipment - at Cost 222,431 297,734
Less Accumulated Depreciztion (136.262) (177,220}
: B§,219 120.514
; Furmiture & Fittings - at Cast 36,119 13,852
i Less Accumulated Depreciation {6.959) (4,184)
| 29,160 9,658
- Total Office Fumnlture & Equipment 115,379 130,172
: Recontiistion
Bal D1/07/02] Acquisitio Pisposals Bal 30/06/03
: $ $ 3§ 5
Computers & Equipment « at Cost 257,734 13,726 88,578 222,481
Fusmiture & Fittings - at Cost 13,852 | 22,182 515 35,119
Total 311,586 36,508 89,454 258,600
{b) ACCUMULATED DEPRECIATION
; _ Accumutaled Depreciation 1 Juby 2002 181,418 141,108
Y Tota! Depreciation Charge for 2002/2003 48,680 45,507
: Less Depraciation of Assats Written OF 2002f2003 {86.874) [5.200)
i
H Accumulated Depreciation as at 30 Jjutie 2003 43221 - 181,415
1 Recondciiation
q Bal D1/07/02] Depn Disposals Bal 30/06/03
¥ $ 5 $
i Computars & Equipment 177,220 45,814 85,873 136,261
: Fumiture & Fittings FB4] 2765 T 5850
: Tolat 181404 | AB6TO BE.E73 143,220
NOTE?T PAYABLES
Crediiors * 173,537 462,338
: FBT Lisblity 2,852 2,073
H Withholding Tax 576 -
Cther Actruals 6,380 5653
Total Payables 183,445 470,064
3 * Creditors include the 4ih quarler salaries & wages reimbursement (5148,264)
: that is payable 1o Cueensland Health. (2002: $430,053)
NOTES PROVISIONS
H Annual Leave - Cumrent R 130,830 120,441
: Total Grovisions 130,830 120,841
NOTE B RECONGILIATION OF NET SURPLUS/DEFICIT TO NET
CASH PROVIDED BY (USED IN) OFERATING ACTIVITIES
Net surphes (deficit) 248,202 38,314
Depreciation . 45,680 45,507
{Giain) on Disposal of Plant & Equipment (480) -
{Increase)/Decreass in Recsivables (31.107) {34,868)
{increaseYDecrease in Propayments {2,129) 1,172
Increasel{Dacrease) in Payables {287,822} 432,008
Increasel{Decrease) in Payroll Acsuals - {?8,562)
increasaf{Decreasa) in Withholding Tax 576 -
Increasef(Decrease) in Other Accruals 727 5,653
Increasef{Decrease) in Provisions 10,383 6,968

Net cash provided by {tsed In) pperating activities {15,085) 464,002
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HEALTH RIGHTS COMMISSION

NOTES TO AND FORMING PART OF THE ACCOUNTS FOR THE YEAR ENDED 3¢ JUNE 2003 H

2003 2002
$ $
NOTE 10 EMPLOYEE EXPENSES
Salaries costs during the year ended 3¢ June 2003 included supsrarnuation contributions made 1,892,707 1,543,230

on behaif of employess.

In the year ended 30 June 2002 superannuation costs of $171,636 were mat by Queansland Health.

NOTE 11 NON-GANCELLABLE LEASING COMMITMENTS

et e

Commitments under operating leases at reporiing date are inclusive of anticipated GST and are
payable as intiows:

2003 2002
5 5 i
Within 1 yeat 201,650 205,047 !
1to5 years 926 335,911
202,577 560,858

NOTE 12 CONTINGENT ASSETSILIABILITIES

There were na confingent assets or Eablities of a significant nature at 30 June 2003.
NOTE 13 RNANGIAL INSTRUMENTS

The Commission's exposure 1o interest rate sk, which Is the risk that a financial Instrument's
value will fuctusie as a result of changes in market interest rates ant the effective weightet
average interest rates on those financial assets and financiat liabilities, is as follows:

Imarest Rate Risk -
Weighted  Floating Non- interest Weightad ¥ioating Non - interest

Average Rate Bearing Average Rate Bearing i
Rate Rate i
2003 2003 2003 2002 2002 2002 i
FINANCIAL ASSETS % § 3 % $ 5
{
Gash 31t% 46,753 300 490% 42,384 300 i
Assat Depn Investment Als 4.81% 106,258 - 5.21% 61,761 -
Arcrued Recreation invesiment A/t 3.86% 126,684 - 521% 51,898 - j
General Investment Alc 4.93% 278,773 - 521% 451,896 -
TOTAL FINANGIAL ASSETS 559,467 300 BO7,944 300 !

Credit Risk

The Commission does not have any materal credit risk exposure lo any single debtor or group
of debtars under financtal instruments entered inlo by the Commission.

Net Fair Values

Methods and assumplions used in determining net fair value.

The net fair values of fisted investments have been valued al fhe guoled market bid price at balance
date adjusted for transaction costs expecied 1o be incurred. For ather assets and other kabiliies
the net fair vaiue approximates their camying value. e financial assets and fnancial fabiilies ans
readily trated on arganised marksts in standardised form other than listed investments. . :
Financial assels where the camying amount exceads net fair values have not been writien down i
as the economic enlity intends to hold these zssets io maturity,

The aggregate net fair values and carrying amounts of financial assets and financial Yiabilities are i
discosed in the halance sheet and in the notes to and forming part of the financial statemenis. :

Note 14  ACCUMULATED FUNDS

Accumutated Funds st beghning of financial year 193,019 156,705 5
H

Not Staplus 246,202 36,314 i
E

Accumulated Funds at the end of the financial year 439,224 193,019

Note 15 COMMISSION DETAILS

“The pringipal piace of business is Lyl 18, 288 Edward Sirest, Brishane, Queensland.
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CERTIFICATE OF THE HEALTH RIGHTS COMMISSION

These general purpose financial statements have been prepared pursuant to section 46 F(1) of the Financial
Administration and Audit Act 1877 {the Act), and other prescribed reguirements. In accordance with
Section 46 F(3) of the Act we certify that in our opinicn:

{a} the prescribed requiremerits in respect of the establishment and keeping of accourits
have been complied with in all material respects; and

{b) the statements have been drawn up so as 10 present 2 true and fair view, in accordance
with prescribed accouniing standards, of the transactions of the Health Rights Commission
for the financial year ended 30 June 2003, and of the financlal position of the Commission
at the end of that year,

David Kerslake John G Hows CPA
Commissioner Manager Executive Services

Date;_=2 = 7- 03 Date: 22 70X




INDEPENDENT AUDIT REPORT
Health Rights Commission
Scope

The financial statements

The financial statements of the Hsalth Rights Commission consist of the statement of financial performance,
staternent of financial position, statement of cash flows, notes to and forming part of the financial stalements and
certificates given by the Commissioner and officer responsible for the financial administration of the Health
Rights Commission, for the year ended 30 June 2003.

The Commissioner's responsibility
“The Commissioner is responsible for the preparation and frue and fair presentation of the financlal
statements, the maintenance of adequate accounting records and internal controls that are designed to

prevent and detect fraud and error, and for the accounting policies and accounting estimates inherent in the
financial statements.

Audft approach

As required by law, an independent audit was conducted in accordance with QAQ Auditing Standards to
enable me to provide an independent opinion whether in all malerial respects the financial statements
present fairly, in accordance with the prescribed requirements, including any mandatory financial reporting
requirements as approved by the Treasurer for application in Queensland.

Audit procedures included -

« examining information on a test'sample basis to provide evidence supporiing the amounts and
disclosures in the financial statements,

« assessing the appropriateness of the accounting policies and disclosures nsed and the reasonableness
of significant accounting estimates made by the Commission,
= obtaining written confirmation regarding the material representations made in conjunction with the audit,

and
» reviewing the overall presentatfion of information in the financial statements.
Independence
The Financial Administration and Audit Act 1977 promotes the independence of the Auditor-General and QAO
authorised auditors.
The Auditor-General is the auditor of all public sector entities and can only be removed by Pariiament.

The Auditor-General may conduct an audit in any way considered appropriate and is not subject to direction
by any person about the way in which powers are fo be exercised,

The Auditor-General has for the pusposes of conducting an audit, access to all documents and property and
can report to Parliament matters which in the Audftor-General's oplnion are significant.

Audit Opinion

in accordance with section 46G of the Financial Administration and Audit Act 1977 -

(a) t have received afl the information and explanations which | have required; and
(b) in my opinion -
i) the prescribed requirements in respect of the establishment and keeping of accounts have
been complied with in a¥ material respects; and
{ii) the statements have been drawn up so as fo present a true and fair view, in accordance

with the prescribed accounting standards of the transactions of the Heaith Rights
Commission for the financial year 1 July 2002 to 30 June 2003 and of the financial position
as at the end of that year,

SETANSSS

26 SEP 2003

Ve,

D R ADAMS, CPA
Acting Audit Manager
(as Delegate of the Auditor-General of Queensland)

Queensland Audit Gffice
Brisbane
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