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ABSTRACT

Objectives To understand complaint risk among mental
health practitioners compared with physical health
practitioners.

Design Retrospective cohort study, using incidence rate
ratios (IRRs) to analyse complaint risk and a multivariate
regression model to identify predictors of complaints.
Setting National study using complaints data from health
regulators in Australia.

Participants All psychiatrists and psychologists (‘mental
health practitioners’) and all physicians, optometrists,
physiotherapists, osteopaths and chiropractors (‘physical
health practitioners’) registered to practice in Australia
between 2011 and 2016.

Outcome measures Incidence rates, source and nature
of complaints to regulators.

Results In total, 7903 complaints were lodged with
regulators over the 6-year period. Most complaints were
lodged by patients and their families. Mental health
practitioners had a complaint rate that was more than
twice that of physical health practitioners (complaints per
1000 practice years: psychiatrists 119.1 vs physicians
48.0, p<0.001; psychologists 21.9 vs other allied health
7.5, p<0.001). Their risk of complaints was especially
high in relation to reports, records, confidentiality,
interpersonal behaviour, sexual boundary breaches and
the mental health of the practitioner. Among mental health
practitioners, male practitioners (psychiatrists IRR: 1.61,
95% Cl 1.39 to 1.85; psychologists IRR: 1.85, 95% Cl
1.65 to 2.07) and older practitioners (>65 years compared
with 36—45 years: psychiatrists IRR 2.37, 95% Cl 1.95 to
2.89; psychologists IRR 1.78, 95% Cl 1.47 to 2.14) were at
increased risk of complaints.

Conclusions Mental health practitioners were more
likely to be the subject of complaints than physical

health practitioners. Areas of increased risk are related

to professional ethics, communication skills and the
health of mental health practitioners themselves. Further
research could usefully explore whether addressing these
risk factors through training, professional development
and practitioner health initiatives may reduce the risk of
complaints about mental health practitioners.
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Strengths and limitations of this study

» We examined complaints to health regulators about
all registered mental health practitioners, compared
with a comparison group of physical health prac-
titioners, in a national jurisdiction over a multiyear
period.

» The availability of high-quality denominator data
(the national register of health practitioners) facili-
tated more sophisticated identification and analysis
of risk clusters than any previous study of com-
plaints about mental health practitioners in Australia
or internationally.

» Our study covered a broader set of complaint types
than most previous studies, including concerns
about clinical performance, professional conduct
and health impairment.

» We were unable to measure a number of important
practitioner-level variables such as whether the psy-
chiatrists and psychologists in our study were work-
ing in public or private practice, or the complexity of
their caseload.

» The complaints in our study probably under-
represent harm and concern experienced by pa-
tients as we only included complaints to regulators,
thus missing complaints made directly to the practi-
tioner, their employer or other agencies, and adverse
events where no complaint was laid.

INTRODUCTION

Relative to other health professionals, psychi-
atrists and psychologists have been shown to
have high rates of complaints and disciplinary
actions.'” Prominent issues include sexual
boundary violations,”'* concerns about prac-
titioners’ involvement in legal proceedings

or reports,’ 1517 and breaches of confidenti-
ality.” 17
However, existing studies have signifi-

cant limitations. Common methodological
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limitations include lack of a comparison group, high
potential for confounding among identified risk factors
and no adjustment for time spent engaged in clin-
ical care (ie, exposure time). Among studies that have
used comparison groups to assess medicolegal risk, the
comparison has been between psychiatrists and doctors
in other medical specialties.™ ° '® Almost all previous
studies focus on psychiatrists and psychologists in the
USA, which has a highly litigious and expensive medi-
colegal environment. By comparison, other jurisdictions
such as Australia, the UK and New Zealand offer patients
more accessible and affordable options for redress. To
the best of our knowledge, no previous research has anal-
ysed the complaint risk of psychiatrists and psychologists
(collectively referred to herein as ‘mental health practi-
tioners’) compared with practitioners who primarily treat
physical health (‘physical health practitioners’).

The distinction between these two types of practitioners
is somewhat artificial because there is no bright line
between mental and physical health. Many psychiatrists
and psychologists treat patients with complex physical
health conditions, and many other medical specialists
and allied health practitioners treat patients with mental
illness. Nevertheless, we hypothesised that differences in
patterns of complaints between practitioners grouped in
this way would be detectable and informative for practi-
tioners, health service managers, regulators and patient
advocates as a way of targeting and prioritising efforts to
improve the delivery of mental healthcare. An increasing
body of research demonstrates an association between
complaints by patients and peers, and adverse events or
other poor outcomes of clinical care."" Complaints
can provide information on patient safety and experi-
ence that may not emerge through other sources of data
such as incident reports and malpractice claims. In turn,
thoughtful analysis of complaints can inform service
improvements.% 24

We used a national dataset of formal complaints about
the conduct, performance and health of registered health
practitioners in Australia. Our study had three aims. First,
we sought to characterise the frequency, source, outcome
and nature of complaints about mental health practi-
tioners compared with physical health practitioners.
Second, we aimed to identify specific complaint issues
for which mental health practitioners were at higher risk
than physical health practitioners. Third, we sought to
identify the characteristics of mental health practitioners
who are at increased risk of complaints. We expected to
find higher rates of complaint about mental health prac-
titioners compared with physical health practitioners,
especially in relation to issues of particular sensitivity or
relevance to the provision of mental healthcare.

METHODS

Setting and data

The Australian Health Practitioner Regulation Agency
(AHPRA) supports the 15 National Boards that are

responsible for regulating the health professions in
Australia. AHPRA maintains a national register of health
practitioners. AHPRA also receives complaints and
manages investigations into the professional conduct,
performance or health of registered health practitioners,
on behalf of the Boards, exceptin New South Wales where
this is undertaken by the Health Professional Councils
Authority and the Health Care Complaints Commission,
and in Queensland where this may be undertaken by
the Office of the Health Ombudsman (from July 2014
onwards).

Anyone may lodge a complaint about a health practi-
tioner. In practice, most complaints are made by patients
and their families. Complaints are assessed and, where
appropriate, the practitioner is given the opportunity
to respond. A profession-based board (eg, the Medical
Board of Australia) can take action to protect the public
if it considers that the health practitioner poses a risk to
the public. A decision by the regulator to take no further
action can occur when a complaint is not upheld (for
example if there are evidentiary difficulties in substan-
tiating a complaint), if the concerns have already been
adequately addressed by the practitioner or if there is no
ongoing risk to the public.

We created a linked dataset using registration data
and complaints data. The registration dataset consisted
of information on health practitioners registered
in Australia at any time between January 2011 and
December 2016 (the ‘study period’). The information
included practitioners’ age, sex, profession, specialty (if
applicable), practice location and dates of registration.
The complaints dataset consisted of information on all
complaints about these practitioners lodged with regula-
tors during the study period. AHPRA provided complaints
data for all states and territories, except New South Wales.
HPCA provided equivalent data for New South Wales. We
linked the datasets using unique, anonymised identifiers.

The University of Melbourne’s Health Sciences Human
Ethics Sub-Committee approved the study (Ethics Appli-
cation 1543670.5). AHPRA and HPCA provided the data
in a de-identified form, under a strict data protection
plan and deed of confidentiality.

Practitioners of interest
We defined the four profession groups of interest as
follows: (1) psychiatrists, (2) psychologists, (3) physicians
(defined as specialists in internal medicine, including
paediatricians) and (4) other allied health practitioners
(defined as optometrists, physiotherapists, osteopaths
and chiropractors for the purposes of this study).
Physicians were chosen as the comparison group for
psychiatrists because they undergo a similar period of
training and work in similar healthcare settings. The
choice of comparators for psychologists was more chal-
lenging because there is no obvious comparison group.
We chose optometrists, physiotherapists, osteopaths and
chiropractors. Like psychology, all four of these profes-
sions are members of the Allied Health Professions
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Australia and have been covered by the national health
practitioner regulation scheme since its inception. In
addition, the nature of professional practice in these
four professions is similar to psychology in that they often
involve one-on-one patient consultations, ongoing thera-
peutic relationships and private practice settings.

To control for differences in clinical hours worked by
practitioners during the period they were under obser-
vation, we created a measure of exposure time (‘prac-
tice years’) and adjusted for this in our analyses (see the
online supplementary file). Practice years were estimated
at the practitioner level as a multiplicative function of two
variables: the duration of registration and the average
number of clinical hours worked per week by practi-
tioners of the same age, sex and profession.”’

AHPRA provided information on practitioners’ birth
dates in H-year bands (eg, 1970 to 1974). We recoded
these dates to reflect each practitioner’s age group in
2015. Complaints were originally coded by case managers
at AHPRA and HPCA into one of 149 complaint catego-
ries. Two reviewers (MB and JM) independently classified
these 149 categories into 16 complaint issues (eg, sexual
boundaries, prescribing and so on) using a methodology
applied in earlier work.”® Any differences were resolved
by consensus between the two reviewers and reviewed by
a senior author (DS).

Analysis

We used counts and percentages to describe the charac-
teristics of practitioners and complaints, including the
reporting source, complaint issue and final outcome.
Significant differences between professions for each
characteristic were identified using %” tests. We calculated
incidence rate ratios (IRRs) to quantify the complaint

rate among psychiatrists (compared with physicians) and
psychologists (compared with other allied health prac-
titioners) after adjusting for practice years. Finally, we
conducted a multivariate negative binomial regression
analysis to estimate the association between age, sex,
practice location and rate of complaints among mental
health practitioners. All analyses were conducted using
Stata V.14.0 (College Station, Texas, USA).

Patient and public involvement

JM, who contributed to the interpretation of results and
the writing of the manuscript, is also a patient advo-
cate. Much of the data analysed in this study came from
complaints made by patients or their families about the
healthcare they have received.

RESULTS

Characteristics of practitioners

From 2011 to 2016, a total of 3706 psychiatrists and 37 201
psychologists were registered to practise in Australia, as
were 8303 physicians and 64 787 other allied health prac-
titioners (table 1). These health professions differed from
their counterparts with respect to age and sex (p<0.001).
Overall, psychiatrists were the oldest group, with one in
five psychiatrists aged =65 years. Although most psychi-
atrists and physicians were men (62% and 71%, respec-
tively), over 70% of psychologists and other allied health
practitioners were women (79% and 71%, respectively).

Source, outcome and nature of complaints

Health regulators received 1944 complaints about psychi-
atrists and 2448 complaints about psychologists during
the study period (table 2). Patients or their relatives

Table 1 Characteristics of practitioners
Medical practitioners Allied health practitioners
P value for Other allied P value for
Psychiatrists Physicians independence of Psychologists health independence of
(N=3706) (N=8303) profession (N=37 201) (N=64 787) profession
n (%) n (%) n (%) n (%)
Age (y) <0.001 <0.001
<35 143 (3.9) 776 (9.3) 12145 (32.6) 33626 (51.9)
36-45 983 (26.5) 2817 (33.9) 9292 (25.0) 14213 (21.9)
46-55 984 (26.6) 2003 (24.1) 6582 (17.7) 9118 (14.1)
56-65 847 (22.9) 1366 (16.5) 5936 (16.0) 5898 (9.1)
>65 749 (20.2) 1341 (16.2) 3246 (8.7) 1932 (3.0)
Sex <0.001 <0.001
Female 1404 (37.9) 2383 (28.7) 29204 (78.5) 45969 (71.0)
Male 2302 (62.1) 5920 (71.3) 7997 (21.5) 18818 (29.0)
Practice location 0.363 <0.001
Metropolitan 3286 (88.7) 7314 (88.1) 30906 (83.1) 51670 (79.8)
Regional/ remote 420 (11.3) 989 (11.9) 6295 (16.9) 13117 (20.2)

x> tests were used to calculate p values.
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Table 2 Source, outcome and nature of complaints

Medical practitioners

Allied health practitioners

Other allied
Psychiatrists  Physicians P value for Psychologists  health P value for
(N=1944) (N=1917) independence (N=2448) (N=1594) independence
n (%) n (%) of profession n (%) n (%) of profession
Source 0.195 <0.001
Patient or relative* 1622 (83.4) 1613 (84.1) 1477 (60.3) 915 (57.4)
Fellow practitioner 140 (7.2) 110 (5.7) 480 (19.6) 196 (12.3)
Employer 35(1.8) 45 (2.3) 124 (5.1) 91 (5.7)
Other agency 147 (7.6) 149 (7.8) 367 (15.0) 392 (24.6)
Regulatory outcome t <0.001 <0.001
No regulatory action 916 (86.2) 742 (73.5) 1020 (74.2) 565 (67.3)
Referral to another body 64 (6.0) 146 (14.5) 26 (1.9) 33 (3.9)
Caution, fine, undertaking 58 (5.5) 84 (8.3) 130 (9.5) 115 (13.7)
Conditions, suspend, cancel 25 (2.4) 37 (3.7) 199 (14.5) 126 (15.0)
Issue type <0.001 <0.001
Health of practitioner 48 (2.5) 56 (2.9) 169 (6.9) 78 (4.9)
Mental health and 33(1.7) 37 (1.9) 140 (5.7) 58 (3.6)
substance use
Physical health and 14 (0.7) 18 (0.9) 28 (1.1) 20 (1.3
cognition
Other health concerns 1 (0.05) 1 (0.05) 1 (0.04) -
Performance 1015 (52.2) 1302 (67.9) 702 (28.7) 611 (38.3)
Assessment & diagnosis 184 (9.5) 215 (11.2) 76 (3.1) 93 (5.8)
Communication 79 (4.1) 102 (5.3) 126 (5.1) 39 (2.4)
Prescribing £ 154 (7.9) 80 (4.2) 4(0.2) 9 (0.6)
Treatment 379 (19.5) 514 (26.8) 255 (10.4) 298 (18.7)
Procedures 10 (0.5) 69 (3.6) 39 (1.6) 49 (3.1)
Other performance concerns 209 (10.8) 322 (16.8) 202 (8.3) 123 (7.7)
Conduct 881 (45.3) 559 (29.2) 1577 (64.4) 905 (56.8)
Interpersonal behaviour 243 (12.5) 184 (9.6) 298 (12.2) 156 (9.8)
Fees and honesty 31(1.6) 72 (3.8) 129 (5.3) 162 (10.2)
Reports 213 (11.0) 58 (3.0) 211 (8.6) 37 (2.3)
Records 157 (8.1) 68 (3.5) 164 (6.7) 67 (4.2)
Sexual boundaries 86 (4.4) 70 (3.7) 163 (6.7) 120 (7.5)
Confidentiality 65 (3.3) 32 (1.7) 191 (7.8) 46 (2.9)
Advertising and scope 4(0.2) 10 (0.5) 63 (2.6) 91 (5.7)
Other conduct concerns 82 (4.2) 65 (3.4) 358 (14.6) 226 (14.2)

*Including complaints commissions.

TExcludes complaints that were still open at the end of the study period (n=118for psychiatrists, n=118for physicians, n=214 for
psychologists, n=181 for other allied health), a very small number of cases with an unknown outcome (n=1 for physicians, n=3 for
psychologists, n=3for other allied health) and complaints from NSW where outcomes were not included in our dataset (=763 for
psychiatrists, n=789for physicians, n=856 for psychologists, n=571 for other allied health).

FIncludes unlawful use or supply of medications.

lodged the majority of these complaints (83.4% for psychi-
atrists; 60.3% for psychologists). Physicians attracted 1917
complaints and other allied health practitioners attracted

1594 complaints.

Professional conduct issues accounted for a larger
share of complaints about mental health practitioners,
compared with physical health practitioners (45.3% for
psychiatrists compared with 29.2% for physicians; 64.4%
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for psychologists compared with 56.8% for other allied
health practitioners). Alleged breaches of sexual bound-
aries accounted for 4.4% of complaints about psychi-
atrists (3.7% of complaints about physicians) and 6.7%
of complaints about psychologists (7.5% of complaints
about other allied health practitioners).

At the end of the study period, approximately 90% of the
complaints had been closed. Only a minority of complaints
resulted in formal regulatory action such as a caution, repri-
mand, conditions or suspension (7.8% of complaints about
psychiatrists, 12.0% about physicians, 23.9% about psychol-
ogists and 28.7% about other allied health practitioners).
Complaints about physical health practitioners were signifi-
cantly more likely to result in formal regulatory action than
those about their mental health practitioner counterparts
(p<0.001). The rest of the complaints ended with referral to
another agency or with no further regulatory action.

Complaint rates and IRRs of complaint issues

The complaint rate among psychiatrists was more than
double than among physicians (119.1 vs 48.0 complaints
per 1000 practice years, p<0.001). The complaint rate
among psychologists was nearly treble than among other
allied health practitioners (21.9 vs 7.5 complaints per
1000 practice years, p<0.001). This translates to approxi-
mately one complaint every 8years of practice for psychia-
trists, one every 21 years for physicians, one every 46 years
for psychologists and once every 134years for other allied
health practitioners.

Mental health practitioners had significantly higher rates
of complaints relating to certain issues (figure 1), including
reports (psychiatrists vs physicians IRR 9.0, 95%CI 6.7
to 12.2; psychologists vs other allied health practitioners
IRR 10.9, 95%CI 7.6 to 15.9), records (psychiatrists IRR
5.6, 95% CI 4.2 to 7.6; psychologists IRR 4.7, 95% CI 3.5
to 6.3), confidentiality (psychiatrists IRR 5.0, 95% CI 3.2
to 7.8; psychologists IRR 7.9, 95%CI 5.7 to 11.2), inter-
personal behaviour (psychiatrists IRR 3.2, 95%CI 2.7 to
3.9; psychologists IRR 3.6, 95% CI 3.0 to 4.5) and sexual
boundary breaches (psychiatrists IRR 3.0, 95% CI 2.2 to 4.2;
psychologists 2.6, 95% CI 2.0 to 3.3). Although complaints
about practitioners’ own mental health were rare in abso-
lute terms, they were more than twice as common among
mental health practitioners (psychiatrists IRR 2.2, 95% CI
1.3 to 3.6; psychologists IRR 4.6, 95% CI 3.4 to 6.4).

Psychiatrists had nearly double the risk of complaints
about communication (IRR 1.9, 95%CI 1.4 to 2.6) and
nearly five times the risk of complaints about prescribing
as their physician colleagues (IRR 4.7, 95% CI 3.6 to 6.3).
On the other hand, psychiatrists were at a lower risk of
complaints about procedures (IRR 0.4, 95%CI 0.2 to
0.7). Psychologists also had a higher risk of complaints
about communication than their counterparts (IRR 6.2,
95% CI 4.3 t0 9.1).

Multivariable predictors of complaints among mental health
practitioners

Given the increased risk of complaints that we observed
among mental health practitioners as a group, our final

Reports — 'T'é—{
Confidentiality — '_.'%ﬁ
Communication — - P—e—!
Records @_[
Mental health & substance use — '_._ILG—|
Interpersonal behaviour — w—l
Physical health & cognition — '-_F.?ﬂ
Sexual boundaries — I'I#_'
Treatment — I-al
Assessment & diagnosis — I—d:-'
Procedures | 1 —o—
Fees & honesty — t
Advertising & scope = ; 1
Preseribing & use of medicines — -

T T T T T T
0.25 050 1.00 2.00 4.00 8.00 16.00
Incidence Rate Ratio

W Psychiati pared to Physici
O Psychologists compared to Other Allied Health

Figure 1 Incidence rate ratio of complaint issues for
mental health practitioners compared with physical health
practitioners (excludes complaints coded as ‘health—other’,
‘conduct-other’ and ‘performance-other’. Psychologists
compared with other allied health is not shown for
‘prescribing and use of medicines’ because such activities
are outside these practitioners’ scope of practise.

analysis sought to analyse predictors of complaints within
this group (table 3).

Older mental health practitioners had a higher risk
of complaints than their younger peers, after adjusting
for sex and practice location. For both psychiatrists and
psychologists, complaint risk increased steadily by age
band, with practitioners aged =65years having around
twice the risk of complaint compared with those aged
36—45years (psychiatrists: IRR 2.37, 95% CI 1.95 to 2.89;
psychologists: IRR 1.78, 95% CI 1.47 to 2.14).

Male psychiatrists and psychologists had higher
complaint rates than their female peers (psychiatrists:
IRR 1.61, 95% CI 1.39 to 1.85; psychologists: IRR 1.85,
95% CI 1.65 to 2.07). There was no significant difference
in psychiatrists’ complaint risk based on their practice
location, but psychologists practising in regional or rural
areas had a 31% higher rate of complaint than those in
metropolitan areas (IRR 1.31, 95% CI 1.14 to 1.50).

A sensitivity analysis confined to complaints that
resulted in regulatory action (such as the imposition of
conditions) showed even larger risks among older mental
health practitioners. Psychiatrists aged =6byears were
at almost eight times higher risk of being subject to a
complaint that resulted in regulatory action, compared
with those aged 36-45years (IRR 7.79, 95%CI 3.31 to
18.33). For psychologists aged =65years, the risk was
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Table 3 Multivariate predictors of complaints about psychiatrists and psychologists by regulatory outcome

All complaints

Complaints leading to regulatory action

Psychiatrists

Psychologists

0.51 (0.43 to 0.60)
1.56 (1.34 to 1.80)

1.64 (1.42 to 1.91)
1.78 (1.47 to 2.14)

1.85 (1.65 to 2.07)

Psychiatrists Psychologists
Adjusted IRR (95% CI)*
Age (y)
<35 0.24 (0.14 to 0.44)
36-45 1.00 1.00
46-55 1.52 (1.27 to 1.83)
56-65 1.71 (1.41 to 2.06)
>65 2.37 (1.95 t0 2.89)
Sex
Female 1.00 1.00
Male 1.61 (1.39 to 1.85)
Remoteness

Metropolitan
Regional/remote

1.00
0.93 (0.73 to 1.18)

1.00
1.31 (1.14 to 1.50)

NA
1.00

1.65 (0.66 to 4.14)
4.28 (1.85 to 9.90)
7.79 (3.31 to 18.33)

1.00
1.24 (0.71 t0 2.19)

1.00
0.83 (0.31 to 2.18)

0.43 (0.26 to 0.70)
1.00

1.40 (0.93 to 2.09)
2.18 (1.48 to 3.21)
2.70 (1.69 to 4.33)

1.00
2.96 (2.23 to 3.91)

1.00
1.41 (0.97 to0 2.03)

*Analysis accounts for period of registration and an estimate of clinical hours worked by practitioners of the same age, sex and profession/

specialty.
IRR, incidence rate ratio.

almost three times greater (IRR 2.70, 95%CI 1.69 to
4.33).

DISCUSSION

Principal findings

This analysis of nearly 8000 complaints lodged with regula-
tors over a 6-year period identified important differences
in the complaint profile of psychiatrists and psychologists,
compared with physicians and other allied health prac-
titioners, respectively. Mental health practitioners had a
complaint rate that was more than twice that of physical
health practitioners. Their risk of complaints was espe-
cially high in relation to reports they wrote, records, confi-
dentiality, interpersonal behaviour and sexual boundary
breaches. Consistent with previous studies, the risk was
increased among mental health practitioners who were
men and older.

Strengths and weaknesses

This research extends the existing evidence base in three
new directions. First, we examined complaints about all
registered mental health practitioners in a national juris-
diction over a multiyear period. Second, the availability of
high-quality data facilitated more sophisticated identifica-
tion and analysis of risk clusters than any previous study of
complaints about mental health practitioners. In partic-
ular, the detailed data on practitioners’ demographic
characteristics and complaints lodged allowed us to disag-
gregate complaint rates while accounting for the period of
registration and estimated clinical hours worked. Third,
our study covered a broader set of complaint types than
most previous studies. Previous studies regarding patterns
of concern among psychiatrists and psychologists have

often focused on sexual misconduct’ ¥’ or on complaints
that led to sanctions.' 2*°12%

Our study has several limitations. First, this study used
retrospective observational data, which limits our ability
to extrapolate findings into policy and practice recom-
mendations. Second, we used routinely collected admin-
istrative data which limited the breadth and depth of
information available to us. For example, we were unable
to measure some important practitioner-level variables
such as whether the psychiatrists and psychologists in
our study were working in public or private practice, or
the complexity of their caseload. Our findings may also
have been confounded by patient-level variables which we
were unable to measure, such as the age, health status
and socioeconomic background of patients. In addition,
health regulators coded the concerns raised by complaints
when they were received, not when the complaint process
ended. Therefore, this coding does not reflect new infor-
mation uncovered during any subsequent investigation
or information included in the text of the complaints
themselves. Finally, we note that the relationship between
complaints and quality care is imperfect: a lack of
complaints is no guarantee that a practitioner is providing
high-quality care'” ** * and some complaints occur in
the absence of unacceptable risks or preventable harm.
People using mental health services may face multiple
barriers to making a complaint, including the impacts
of their illness on autonomy and communication, fear of
retribution or compromised future care, the accessibility
of complaint mechanisms and the impact of stigma on
their perceived credibility. In addition, we only included
complaints to regulators, thus missing complaints made
directly to the practitioner, their employer, other health
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complaints entities or other agencies. Conversely, some
complaints may arise in the absence of any substan-
dard conduct or performance by the practitioner. For
example, some complaints may occur when there is a
poor outcome despite an acceptable standard of care,
when the illness itself results in the patient feeling that a
wrong has occurred (eg, a patient may hold a delusional
belief about the nature or purpose of treatment), or the
patient may have been seeking secondary gain from a
particular assessment outcome. Our data do not permit
estimation of how many complaints were unfounded, as a
decision to take no further regulatory action is not synon-
ymous with a complaint being unfounded. Nevertheless,
we note that there is mounting evidence that, at the popu-
lation level, the incidence of complaints is a meaningful
marker of lower-quality care.”**

The meaning of the study

Reports and records

We found that mental health practitioners have over four
times the risk of being subject to a complaintabout reports
or records compared with physical health practitioners.
Reports by mental health practitioners can have signifi-
cant impacts on the interests of individuals in areas such
as child protection, insurance claims and civil, criminal or
family law proceedings.”” '° It seems plausible that older,
more experienced practitioners are more often called
on to do this kind of high-risk report writing for courts,
which may contribute to their higher risk of complaint.

Confidentiality

Psychiatrists had five times the risk of being subject to a
complaint about a breach of confidentiality compared
with physicians, and for psychologists, the risk was nearly
eight times higher than for other allied health practi-
tioners. This may reflect the increased frequency with
which mental health practitioners discuss the care of
a patient with others, such as where the practitioner is
concerned about the safety of the patient or others, or
believes that a patient lacks the capacity to make decisions
for themselves. This finding may also reflect failures by
practitioners to explain the limits of confidentiality in a
way that patients and family members can clearly under-
stand.” * Finally, patients may be particularly sensitive to
actual or perceived breaches of confidentiality when the
information pertains to their psychological, as opposed to
physical, health.

Interpersonal behaviour

Mental health practitioners had more than three times
the risk of complaints about interpersonal behaviour,
such as disrespect, discrimination, threats, or bullying,
compared with physical health practitioners. The reason
for this is unclear. However, contributing factors may
include the intimate nature of information discussed
during mental health consultations, the loss of autonomy
involved in receiving involuntary treatment™ or experi-
encing significant mental illness, and the power dynamics

at play—given the vulnerability and disadvantage of many
users of mental health services. Many of these factors are
reflected in submissions to the Royal Commission into
Victoria’s Mental Health System.™

Boundaries

In our study, mental health practitioners had three times
the risk of complaint regarding sexual boundary breaches
compared with physical health practitioners. High rates
of concern about sexual misconduct by psychiatrists and
psychologists are a consistent finding in previous studies
of complaints," regulatory actions® '’ '* and self-reported
behaviour.”*” Compared with comparator professions in
this study, the day-to-day practice of mental health prac-
titioners more often involves being alone with patients
behind closed doors, discussing more personally-intimate
information, for longer periods of time. The power
imbalance may be further intensified by mental health
patients’ emotional, cognitive or legal vulnerabilities.

Communication

Communication features as another area of risk, partic-
ularly for psychologists. This is perhaps explained by the
nature of psychological consultations, in which verbal
communication is the predominant means by which
patients are both diagnosed and treated (even more so
than psychiatric consultations, where there may be more
of a focus on pharmacological treatment and monitoring
of physical health).*

Prescribing

Psychiatrists were atincreased risk of complaints regarding
the prescribing of medicines. One possible explanation
for this finding is that, compared with physicians, psychi-
atrists more commonly prescribe medications with poten-
tial for abuse or addiction (such as benzodiazepines)
and/or troubling side effects.” They are also more likely
to prescribe medications to patients who may not have
had the opportunity to exercise free and informed choice
about their treatment.

Mental health of practitioner

Although concerns about the mental health of the prac-
titioner were rare, accounting for <5% of complaints,
mental health practitioners had more than twice the risk
of being subject to a notification about their own mental
health compared with physical health practitioners.
Previous studies have shown worrying levels of burnout
and poor mental health among psychiatristsfm_42 This is
an important finding, both because of its implications for
the well-being of psychiatrists and because poor mental
health can adversely affect patient care.”® We note that
some of this increased risk may also reflect a heightened
awareness of mental health issues among mental health
practitioners.

Male practitioners
We found that, even after adjusting for age, clinical
hours worked, and practice location, male mental health
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practitioners were over 50% more likely to attract a
complaint compared with their female peers. Previous
studies have also found that the risk of complaints or
disciplinary action against psychiatrists and psychologists
is higher if practitioners are men.' *° ' '® This finding
may reflect differences in communication style between
male and female practitioners, as female doctors have
been shown to engage in longer consultations and to use
more patient-centred communication than their male
colleagues, in general.*®

Older practitioners

Our study showed that older mental health practitioners
were more likely to attract complaints, particularly
complaints that resulted in misconduct findings. Previous
studies have also found that the risk of complaints or
disciplinary action against psychiatrists and psychologists
is higher if practitioners are middle-aged or older.” " One
possible explanation is that older practitioners, being
typically more experienced, are more exposed to areas
of mental health at higher risk for complaints, such as
medicolegal reports for courts or complex cases. Alterna-
tively, the elevated risk may reflect more current knowl-
edge and stronger professional standards among younger
practitioners, who might also have a greater awareness of
current social norms (eg, attitudes towards gender/sex,
sexuality, race/ethnicity and so on).

Regional psychologists

We found that regional psychologists were at a 30%
increased risk of complaint compared with regional other
allied health practitioners. This finding may reflect the
challenges of providing treatment in a close-knit, smaller
community. Compared with psychiatrists, who may fly-in
and fly-out, psychologists in Australia are more likely to
reside in the community, meaning issues of confidenti-
ality and work-life boundaries may be more difficult to
manage. In addition, psychologists in small regional and
rural towns may face workforce shortages®” and limited
access to high-quality professional development, peer
review and supervision, risking a drift in professional
competence and weaker oversight.

Implications for clinicians and policy-makers
A pressing challenge in mental healthcare is the occur-
rence of patient harm and distress as a result of inter-
actions with the health system. Complaints provide a
valuable source of information on patient harm and
experience. Australia’s national regulatory scheme, which
oversees practitioners from 15 health professions and
collects detailed information on them, including their
complaints experiences, provides a valuable opportunity
to identify risk factors for complaints among psychiatrists
and psychologists.

Our findings bolster calls to better understand the
patient perspective within mental health practice,
including identifying and sharing lessons from previous

complaints. They also raise questions about whether
more should be done to develop skills beyond diagnosis
and treatment—including professional ethics and written
communication—during training and ongoing profes-
sional development. Finally, our findings lend weight to
efforts to support the mental health of mental health
practitioners themselves and to ensure the fitness to prac-
tise of mental health practitioners as they age.

Further research should explore whether addressing
these risk factors through changes to training and
continuing education curricula, professional culture and
practice, and practitioner health initiatives may reduce
the risk of complaints about mental health practitioners
and improve patient care.
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