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Parties involved

Ms A Consumer

Mr B Provider/Physiotherapist/Postgraduate student

Mr C Provider/Clinics Co-ordinator, School of Photsierapy
Mr D Complainant/Dean of School of Physiotherapy,

Dr E Associate Dean of School of Physiotherapy

Ms F Consumer’s friend

Complaint

On 1 November 2006, the Commissioner received gotzont from Mr D about the
services provided to Ms A by a School of Physiatbgrpostgraduate student, Mr B.
The following issue was identified for investigatio

* The appropriateness of the care provided by Mr BA® A between August and
September 2006.

An investigation was commenced on 26 February 200i& investigation has taken
in excess of twelve months, owing to the need tihagainformation from a wide
variety of sources.

Information reviewed

Information from:

e MsA
 MrB
e MrD
* DrE, Associate Dean of School of Physiotherapy
e MrC

* The School of Physiotherapy
e Student Health Services.

Independent expert advice was obtained from Msl&hiLamont, a registered
physiotherapist.
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Information gathered during investigation

Complaint overview

On 28 September, Ms A attended postgraduate phgsagty student Mr B for routine
treatment of a right ankle injury. The consultatamcurred outside normal supervised
clinic hours at the University’s physiotherapy @inMs A complained that Mr B
inappropriately touched her breast and nipple duttie consultation.

Background

Mr B qualified with a Bachelor of Physiotherapyrfta physiotherapy college in his
home country in August 2002. Following graduatibe,worked there for three and a
half years as a physiotherapist in various clingetings and hospitals. Mr B said that
he decided to pursue further training in New Zedldn 2006, Mr B enrolled in a
postgraduate diploma in physiotherapy (the Diplama)

Prior to commencing the Diploma, Mr B had to obteagistration and a practising
certificate from the Physiotherapy Board of New laed (the Board). This is a
requirement for anyone seeking to undertake padtigite study in physiotherapy who
has not obtained their primary physiotherapy degreeNew Zealand. In such
instances, the Board grants a special purpose sqmactice for a limited time over
the duration of the postgraduate course. In 2006BMas registered with the Board
with a Special Purpose Registration and Specighdag Scope of Practice which has
since expired. This type of registration is granfi@da limited time during which the
student completes postgraduate studies at a SohBblysiotherapy in New Zealand.

Mr B was also required to meet the minimum standdirBinglish language required
by the University as part of the prerequisitesgostgraduate study.

The Diploma is designed to advance the physiotlstiappractical and clinical
reasoning skills in managing patients with paracuisorders. In addition to several
theoretical papers, the course involves workingaismall group setting under the
supervision of qualified physiotherapists at a $tlod Physiotherapy Clinic.

The University offers physiotherapy services to plélic at clinics accredited by the
New Zealand Physiotherapy Accreditation Scheme AG&. The main clinic (the
Clinic) is staffed by qualified physiotherapists avisupervise undergraduate and
postgraduate physiotherapy students. The SchooligdeBnes for the Clinical
Supervision of Students state that the clinicabrttiwvill either be present with or in
close proximity to the patient in order to respoodjuestions from the student and/or
patient, and to assist the student if required® Guidelines also state:

“4. The clinical tutor/clinical educator will norria be present for the portion
of the time required for an initial assessment aiitl review the treatment
plan with the student. The amount of time the chhitutor/clinical educator
will be present for a follow-up visit will dependhdhe complexity of the case
and the ability of the student.
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5. The clinical tutor/clinical educator will regulg within and between
sessions, review the student’'s treatment plans doodimentation with the
student to ensure patient progress is being madac@ordance with best
practice.”

Mr C, supervisor and Clinics Co-ordinator at thén@au, supervised Mr B during his
clinic sessions two afternoons a week. Mr C desdribis role as being “to oversee
their assessment treatment with their patientsincugate their clinical reasoning” and
to discuss patients with them. There were four estitel for each supervisor. Mr C
noted:

“Because these are qualified therapists | don’ielbel | was expected to be in
on every patient contact because there’s four padsgand one tutor ... Most
of the time | tried to get in with new patients ahen once | was confident
that [...] the therapists the postgrad therapists dpradped what was wrong
and had a sensible plan of treatment, | would fhenheither follow up with
them after their treatment or I'd pop in to seddwlup treatments now and
again as and when | had time considering | am topkifter four therapists.”

Care provided during August and September 2006

On 30 August 2006, Ms A (a student at the Universittempted to jump over a small
creek on a friend’s farm. While doing so, she siggn wet grass and “rolled” her
ankle.

The following day, Ms A presented at the Clinictwi right ankle injury. She arrived
on crutches and was unable to weight bear on gkt fdoot. Ms A was seen by Mr B
and his supervisor, Mr C. An ACC injury claim formas completed and Mr B
documented the history and an examination of Msi&jgry in his clinical records.
He noted that Ms A was “not weight bearing” andadiégd her pain as “9/10” on 30
August 2006 and “6/10” for 31 August 2006. He atkmcumented “swelling +ve
whole ankle” in his notes. Ms A’s ankle was strapipend she was advised to obtain
an X-ray to exclude the possibility of fractures.

Mr C commented that Ms A reported previous loweaskiyaain. He advised Mr B that
he should “keep in the back of his mind” that thvevér back may be involved. He also
commented that he has “never come across an gmidian ghat involved the thoracic
spine”. Mr C said that the first appointment wasnarrily to ask questions about the
injury, and treatment was to commence after therynhad settled and X-ray results
were received.

On 4 September 2006, Ms A attended her second mtppent with Mr B. Mr C was
also present periodically during the appointmentwas discussed that Ms A had

! Ms A was unable to recall whether her ankle wespged during the initial appointment, or whether
she was just given a pressure bandage.
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decided not to have an X-ray as her ankle “seemdsk tgetting better” and she was
able to weight bear. Mr B recorded in his noteg thare was reduced pain (“2/10”)
and swelling in Ms A’s right ankle and that she \ahte to walk.

Mr B recalled that during this appointment he exsadi Ms A’s lumbar and thoracic
spine® Mr B said that he advised Ms A that any associatgnly to her spine could be
contributing to pain in the region of her right &kMs A experienced pain on
palpation of her spine but there was no evidenggitdtion of the sciatic nerve. Mr B
did not document his spinal examination (and ackedges that he should have), or
the discussion about proposed treatment.

Ms A recalls being advised during this consultatibat she may have incurred an
injury in another region, and that her back wasckbd. She recalled that Mr C
undertook this part of the consultation while MmBtched and had it explained to
him (Ms A recalled that Mr B may have helped aiith the examination). She lay on
her stomach while Mr C checked her back. Mr C astViser that there was no injury
to her back and that ongoing treatment would fooasher ankle, particularly on

strengthening and stretching out her ankle.

Ms A returned for her third and fourth reviews witlr B on 8 and 25 September
2006. On both occasions, he was supervised by MG, “popped in and out” of the
cubicle where Mr B was treating Ms A. Mr B docuneshtthat the swelling had
reduced, and demonstrated several exercises tdigeobls A’s ankle. He strapped
Ms A’s ankle and gave her a pressure bandage.

Booking of unsupervised appointment

Mr B arranged to see Ms A on Thursday 28 SepterBb@6 as the pain in her ankle
was not resolving. Ms A’s appointment was schedidedpm on 28 September 2006
— during the quiet lunchtime hour before the supeny afternoon sessions
recommenced at 1.30pm. Mr B explained that he bba@kéunchtime appointment

because all the afternoon appointment slots wé&entand Ms A was unable to attend
a morning appointment. Ms A does not recall recgjvany explanation for why the

appointment was booked for that time, but recaliaes discussion of her availability.

The School’s policy states that all scheduling pp@ntments occurs through the

centralised reception office located adjacent eoghysiotherapy clinics. Mr B recalls

that on this occasion he booked the appointmensdilinon the School computer

rather than through reception staff. He explaifed, tgenerally, the students make the
appointments themselves if there is time. Otherwtise appointment is arranged by
reception staff.

2 The lumbar is the lower region of the spine. Theracic is the middle portion of the spine to which
the ribs are attached.
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Mr B acknowledged that it was not normal practicédook lunchtime appointments
but stated that he had not been specifically toldto do so. He noted that the clinic
was not actually closed. Reception staff were piesend other patients were waiting.

Mr C agreed that Mr B may not have been instruated to book lunchtime
appointments, but noted that the requirement fpesusion could only be met during
clinic hours. Mr D confirmed that lunchtime was efuand usually reserved for “down
time”. However, there were generally a few peoplesent in the reception/waiting
area.

Supervision requirements
The School’'s guidelines for the supervision of stid state:

“Postgraduate students will only see patients dutiveir allotted clinic times
and when their clinical supervisor is present i ¢hnic.

The clinical tutor/clinical educator will either beresent with or in close
proximity to the patient in order to respond to sfiens from the student
and/or patient, and to assist the student if reqliir

Mr B stated that he was not aware of the relevaideaijines, although he generally
knew that he was meant to be supervised.

Associate Dean Dr E commented that the supervisoléswas primarily in relation to
clinical skill rather than the standard of ethidmhaviour. The School provided
written confirmation that Mr B had completed aneaotation to the Clinic with the
Physiotherapy Clinical Supervisor. Mr B signed #tadent orientation form on 21
March 2006. In particular, he ticked a box under blieading “Patient/Staff Safety”
stating:

“Policies and procedures manual is explained witstructions to read the
manual prior to treating patients in the clinicvesll as use it as a reference
guide.”

Consultation on 28 September
Shortly before 1pm on 28 September 2006, Ms A ediat the Clinic, and observed
that “there was no one around” apart from her andM

As part of standard procedure, Mr B began the sedsy asking Ms A about her
ankle. Ms A mentioned that she still had some paiich Mr B described as “just
immediately after treatment, the pain reduces,again it comes back later in the day
and it keeps on increasing”. Mr B proceeded to emanMs A while she was
positioned on a plinth. He stated:

“[1] [d]id the same kind of thing for the ankleké just treated the patient |
think standing or something, and then gave hercises, put the bandage on

29 February 2008 5

Names have been removed to protect privacy. Igemgifetters are assigned in alphabetical
order and bear no relationship to the person’s attuame.



Health and Disability Commissioner

and just the routine, just what | was doing, ananexing and then treating the
patient and trying to change something on the ahkle

Mr B documented under his subjective findings thiat A had the “same pain” and
“feels dodgy ankle”. In addition, the ankle feltcaee with tape and the pain was
reduced. His notes refer to a number of objecteststof Ms A’s ankle and ligament
showir;g decreased ankle movement and range of motmlicating a ligament

injury.

Ms A confirmed that Mr B worked on her right anKlier a while” by applying
pressure and then did the “same things” to herded thigh. She recalled him
checking that the pressure he applied was “OK” aswlorked. With regards to
“treatment”, Mr B documented that he performed rhisgiion of Ms A’s ankle.

Straight leg raise test
Mr B then moved on to Ms A’s right leg and thigh gerform a straight leg raise
(SLR) test, described by Mr B as:

“[T]he patient [lies] on the[ir] back and you hdide leg near the knee and the
ankle and you raise the leg straight up and asktHer patient’s reaction,
whether there is a pain in the leg or in the backn the front, or maybe in the
ankle.”

During an interview with HDC staff Mr B stated thia¢ thought that the SLR test
performed on Ms A was negative (no pain elicitedhmovement) — although he had
difficulty recalling the results of the SLR té'sHe did not document performing the
SLR test or the findings and has acknowledgedtthsishould have been done.

Additional examinations

Mr B explained that he decided to re-check Ms Amnbar and thoracic back region
again for “any other problem” because of her onggiain. He stated that it is normal
not to receive a positive result from a single pres test and therefore he felt it was
worthwhile repeating this examination. Examinatiorese carried out while Ms A lay
on her back. Ms A was then positioned on her ldi.dMr B stated:

“To explore any other site of origin for pain arldaaconsidering the mode of
injury (jJumping and falling) her spine (lumbar atftbracic) was examined.
She did complain of pain when palpating the spinmosess.”

Mr C commented that, at this stage, it would haserbreasonable for Mr B to check
Ms A’s lower back region again in case there wasnaumy to the sciatic nerve that

% See Appendix 1 for Mr B’s clinical records.

* On 6 October 2006, Mr B advised the School of Ritysrapy that he undertook additional
examinations because the straight leg raise testpasitive. However, he went on to state that ¢is¢ t
was not recorded in the treatment notes becauggsinegative. See Appendix I.
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was causing referred pain to her ankle. Howevesrettwas no clinical reason to
examine any area beyond the lumbar spine. He stategically, it's very difficult to
make a link.” He also stated:

“You would be expecting for him [Mr B] to record@y single test that he did
on the patient and the result of the test and abythu could logically follow
how he was thinking that is the point of the natées

Information about additional examinations

Ms A stated that after the straight leg raise MstB asked her to roll onto her left
side without any explanation of what further treairn or examinations were
proposed. Ms A commented that the lack of commuioic&explanation was an
ongoing concern throughout her consultations withBMHe was “always nice”, but
difficult to understand. She commented that Mr B paeviously been respectful and
checked that she was happy to roll up one pantolélge knee. On this occasion, she
wore a T-shirt dress that extended to her knees.

Mr B acknowledged that he did not reiterate thesoea for the additional back
examinations — although he “would have said somegthisuch as asking whether he
could examine her back and shoulder region. Hedntitat his explanation of the
rationale for examining Ms A’s back occurred duringe second or third

consultations.

Mr B has ticked boxes on the clinical notes indiwathat he explained the treatment
and obtained the patient’s verbal consent — althoug details are recorded. Mr C
commented:

“There is a little box on these patient notes wtikey have to notate that they
have explained their treatment, that they've exydiadverse reactions and
have gained verbal consent and they have to pirtithials and a date, and
that is supposed to occur every time they changentbdality of treatment.”

The School’s policy 2.2.3 “Consent for Treatmert#tss that verbal informed consent
will be obtained and documented by the treatingsptiierapist when there is a
significant change in the treatment plan.

Sterno-costal examination

During an interview with HDC staff, Mr B initialldenied examining Ms A’s sterno-

costal regior. He said that this examination is indicated wittiese upper back pain,

and pain associated with breathing or moving tinesamwhich was not present. When
questioned further, Mr B acknowledged that he halpgied Ms A’s sterno-costal

joints in the area directly above her breasts alsqfahe thoracic spine examination.

® The sterno-costal joints are located where thejdm the sternum (breast-bone).
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Mr B makes no reference in his clinical notes t@ thdditional examination and
acknowledges that he should have done so.

Ms A stated that Mr B examined her back, the sideeo ribs under her arms, and her
shoulder and collarbone region. He then placedigid hand between her breasts and
“was feeling around” in the region of her cleavage.then placed his left hand inside
her dress, and reached through her bra to undeidigrbreast. According to Ms A
the touching occurred for “maybe four or five miesit during which she felt “very
uncomfortable”. She stated:

“I've got his hand inside my dress and inside mg Band he kind of like

cupped my right breast and then at one stagekadihgers they actually like
stroked my nipple ... at the same time he was ... rigeiround, like, like

pushing on things and saying, like is that ok, lika, like pushing pressure
points or something.”

Ms A is unsure whether Mr B deliberately touched hipple, and recalled that he
“stroked passed it”. If this had occurred earlieridg the consultation she would have
been very concerned but at the time she was tigirffgrork out” if Mr B had made a
mistake. Ms A said that Mr B “only checked one 8idad stopped abruptly when
other people arrived at the Clinic that afternd®he advised:

“... I was just very, very confused and | had no iedet had just happened
and couldn’t work out like why | was feeling, if wh | mean if the whole
situation was ... legitimate or ... if | just imagingand it would seem silly or
what was going on, so it was just real confusingist wanted to get out of
there so | could try and work out what had justgeaed, | was just really
uncomfortable.”

In contrast, Mr B disputes that any inappropriabeiching occurred during his

examination and denies touching Ms A’s nipples reabts. He believes that Ms A’s
complaint was the result of difficulties in commecation between them due to
English being his second language and consequentlyunderstanding his prior

explanations of why he also examined areas of hatoany other than her ankle. He
acknowledges that he did not explain to Ms A thasoms for his sterno-costal
examination — which he believes is the reason tierdomplaint. Mr B commented

that Ms A did not appear uncomfortable during thesaminations, and arranged a
further appointment.

Supervision

Mr C was the clinic supervisor that afternoon astirtly afterwards, he learnt from
the receptionist that Mr B had seen a patient uersiged. At that stage, Mr B was
with his next patient. Mr C reminded reception fstaiit Mr B required supervision
and emphasised that future appointments must bleeldoduring clinic hours. He did
not discuss the matter directly with Mr B.
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As part of ongoing clinical supervision, the poatiirate physiotherapy students meet
together as a group with their clinic supervisothet end of the day (after the clinic
closes). The group session provides an opportdaityhe postgraduate students to
discuss problems encountered and for the supertosprovide feedback. Mr B did
not mention Ms A’s case during the group reviewsgesthat evening.

Ms A’s discussion with her friends

After the appointment, Ms A made a follow-up appamiant “because [Mr B] told
[her] to”. She then “grabbed [her] stuff and walkedt” of the Clinic back to
university. She left feeling upset and very uncanafiole. She said that she “couldn’t
work out” if she had not understood and thought Imealyir B had “just made some
errors”. It was only after the consultation ancawersation with two friendghat she
was able to process what had happened and “redfiaed was wrong”.

Ms A also spoke to her friend Ms F later that des F stated that Ms A was
“extremely shaken” by her treatment that day anid“¥éolated and vulnerable” and,
as a result, required ongoing support from familgt &iends. She stated:

“I met up with [Ms A] in the afternoon after her@pntment at the Physio
School and immediately knew that something had &ag@, she was not
herself. She looked upset and scared. | asked In&trwas wrong and she said
that she had had an appointment with a Physiotl®rapthe Physio School
and explained that he had touch[ed] her breast&evghie received treatment
for a back injury.

While she was not crying she seemed visually dise#é and confused. |

believe she was in shock and was trying to didgestseverity of what had just
taken place. | continued to ask her questions agxattly what had happened
during her treatment. She explained that she hed tiesee a Physiotherapist
and he had fondled her breasts under her bra wstthdnds without proper

consultation.

After | asked her some questions | ascertained hieahad not asked for
permission to touch her breasts and had not exgaaivhy he was touching
her breasts as part of the treatment being givetoldl her that this was
unacceptable, if he needed to touch her breasfmsof treatment that he
needed to explain why and he needed to receivectwsent before any
touching around her breasts began. Because sheustetl the physiotherapist
was giving her appropriate care at the time shenwadjuestioned him but the
incident had made her feel ‘yucky’ immediately afte

®Ms A provided the names of the two friends to wheira spoke shortly after the consultation with Mr
B. However, she was reluctant to provide the cdrdatails for one friend. The other friend is oeas
and could not be contacted by this Office.
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Subsequent events

On Monday 2 October 2006, Ms A telephoned the €larid cancelled her follow-up
appointment. The receptionist answered the calleamgiired about Ms A’s decision
to cancel. Ms A then complained about her sessibn Mr B, and stated that she
wanted to meet with his supervisor, Mr C.

Ms A saw a student health general practitionereatiext scheduled appointment on 3
October 2006, and discussed what had occurred.walseoffered counselling but
decided not to proceed. The medical notes state:

“Attended a physio for her ankle last [T]hursdakisTis the &' [appointment]
with the same physio ... The physio saw her when e.vgis the only one in
the room and he put his hand down her bra. Shevéejt tearful afterwards.
Suggest seeing counsellor and reporting this thdael of physio clinics.”

On 4 October 2006, Ms A attended a meeting wittOylaccompanied by Ms F. Mr C
said:

“When it first came to light | thought maybe it'snaisunderstanding because
he wasn't so good at explaining what's going on ara/be he brushed her
anatomy by mistake doing some procedure or songethotidn’t realise at the
time that it was [Ms A] and it was the girl withettankle problem. So | was
quite shocked when she and a friend came and sawoméhat initial
interview. Quite shocked and then | did take ityvagriously and | assured her
we would do something about it. | actually suppled with some diagrams so
that she could mark out herself where he touched he

The diagrar illustrates that Mr B touched Ms A under the rigiimpit, under the
right breast in the sternum region, and on thetngpple. Mr C commented that an
examination of the sternum would be undertakehefé¢ was concern about the way
the ribs moved. If this was required, normal p@etivould be to provide a good
explanation together with a chaperone at the exatiom, or referral to a female
physiotherapist.

Following the meeting, Mr C informed Mr D and DoEMs A’s complaint.
On 6 October, Ms A met Mr C again and submitteditem complaint.

Also on 6 October 2006, Mr B attended a meetingnduwhich Mr D and Mr C
outlined the complaint and invited his response.a\pfrom stating that he
“sometimes had problems with communication”, Mr Rl chot comment on the
complaint. The meeting notes state:

" See Appendix II.
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“[Mr B] was questioned as [to] the treatment givaan28/9/06, particularly in
relation to the examination of the upper thoragineg, shoulder and chest in a
female patient attending for treatment of the aniiér B] initially insisted
that he had only examined and treated the patiankte, but when pressed he
admitted that he did undertake these examinatem#here was a positive test
for SLR. He was then asked why this exam was ndiéntreatment notes —
he responded that it was because the exam wasiveegdthen reminded
[that] he had just stated that the SLR was positive made no further
response.”

Mr B commented that he does not recall what was daring this meeting, and was
disadvantaged by not having access to Ms A’s rettése time.

Mr B was informed that the School would carry oufudler investigation of the
complaint following which he would be given anotlgportunity to respond. In the
interim, he was suspended from clinical practice.

Audit of Mr B’s patients

Between 6 and 9 October 2006 the School conductedidit of Mr B’s past patients.
This included reviewing the records of all femalatipnts he treated to ascertain
whether there were any particular trends such &snpa changing physiotherapists
part way through treatment, choosing to stop treatmafter a low number of
treatments or cancelling appointments without esenting at the clinic. Seventeen
female patients were contacted for feedback, amdesmspondents raised concern
about Mr B’'s communication skills and his manner.Dstated:

“[A]s a student they stress the benefit of the dpule wondered if this was a
communication issue, poor communication. It dics8em to be. It seemed to
be something different and on a limited investigatihat we followed up
with, it seemed that this behaviour had been etddbivith other patients.”

Sequelae

Several days later, on 13 October 2006, Mr D andQMdiscussed the complaint
against Mr B with several departmental colleagéedecision was made to suspend
Mr B from treating patients, and to fail him foretlelinical component of his course.
However, Mr B was permitted to sit two final clinicexams under supervision later
that month as he had already completed sufficigmical hours to fulfil the practical
requirements. A decision was also made to lodgengptaint with this Office and the
New Zealand Physiotherapy Board.

During a further meeting on 18 October 2006, Mrrid ®r E updated Ms A on the
actions taken by the School. Ms A was schedulesittber university exams shortly
and was advised that the School would support ppiication she made for impaired
performance as a result of the incident.
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A week later, on 24 October 2006, Mr B attended@sd meeting with Mr D and Mr

C during which the findings of the School’s invgsation were presented. Mr B was
given the opportunity to respond but declined tosdo Mr B was informed that the

School would be making a complaint to this Offiaad that he would receive a zero
mark for his most recent clinical placement basedafety/professional concerns.

Responses to provisional opinion

The School of Physiotherapy and Ms A confirmed tiay had nothing further to
add. Mr B did not respond to the provisional opmaespite various attempts by this
Office to contact him.

Independent advice to Commissioner
The following expert advice was obtained from Syillamont, a physiotherapist:
“August 21, 2007

I, Shirley Mary Lamont, have been asked by the tHealnd Disability
Commissioner’s office to provide an opinion to tGemmissioner on case
number 06/16422.

| am a Registered Physiotherapist in my own priyat&ctice at Auckland
International Airport. | have been in private preetfor 38 years.

| graduated from Otago Physiotherapy School in 1967
| am a Registered Physiotherapy Acupuncturist.

Past President and Life Member of PAANZ (Physiaibgr Acupuncture
Association of NZ) which is a Special Interest Grauthin the NZ Society of
Physiotherapists.

| am currently guest lecturer at AUT western acubue postgraduate, under
the Faculty of Rehabilitation and Occupational $tsdl have continued to run
courses for PAANZ throughout NZ on specific mustdedling.

Other than that association, | have no connectibim any teaching institution,
so my knowledge of specific school’'s teaching me@ras is limited. My
strengths are in clinical practice.
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[To avoid repetition, the factual summary and goest sent to Ms Lamont
have been deleted. The documents sent to heisted At Appendix IlI].

Standards of Care

The standards questioned in this scenario are guoak clinical and
professional/ethical.

Regarding the appointment time made. It is cleatBted in the school’s
Student Orientation Guidelines that appointment® anade by the
receptionists, and [Mr B] has signed that form. €givhis explanation of
events, it is understandable how he could havdigdthat new time slot —
however he should have notified the receptionist khis supervisor prior to
this.

Regarding the clinical standard of care — thisifadilt to assess as his note-
taking is not clear, and is actually below par. Buseemed from [Ms A’s]
recollection he was testing for range of movememiglling and when he
performed the squeeze test of the fibula bone,omldy have been to check
whether there was a fracture higher up the shaftaifbone. However — there
is no record of that test in his notes.

Regarding the time-frame of recovery — there areeige ankle sprains that
can take up to six weeks to resolve, so that isanoissue for me (from this
distance). However — it is obvious that the supmwiwas concerned, hence
the need to discover another source of possiblengderence.

Investigations/examinations

It would appear he was doing the correct manuatafhe although it is
difficult to read some of his notes.

An X-ray can be sought when the foot is unableutly fveight-bear; however,
they can recover quickly once normal alignmenthaf bones is restored with
gentle manual therapy, and correct taping/suppid. supervisor had the
professional judgment for this at this stage. Tregeeno other radiological or
orthopaedic tests of the ankle/lower leg, aparhftbe X-rays if necessary.

Appropriateness in examining other parts of the bog

If the recovery rate is causing concern, and stidadli onto her side as she fell
then it is plausible to look for another sourcetw pain mechanism if he and
his supervisor thought her recovery was too slohis Tan be referred pain
from the back — via the sciatic nerve — to the anki would seem that his
clinical supervisor had shown him the spinal tegter to that date in
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question, and obviously discussion had alreadyntgiece which | would
consider entirely adequate.

However — there are often other neural signs amtpsyms associated with
this type of event, i.e. altered sensation in that/fower leg, weakness of the
muscles supplied by that nerve complex.

It is difficult to know whether he was only assessthe lumbo-sacral plexus
at this stage as nothing is written in his notes.

Accepting his premise that he was looking for nepean from her back, in
my opinion the patient should initially be examinkdly from the upright
position to check for symmetry of spinal alignme®ice assessed, then to
examine spinal movements to judge which of theser that familiar ankle
pain.

Added to that are the specific neural tests:-
* Checking the reflexes and power in structuregpsiag by those nerves

* The SLR (Straight Leg Raise test) to judge whetine sciatic nerve was
tethering in the back. This is done in supine adyilat, (which he did do)

* The other neural test which would then be donealldde the Slump Test
where the patient is seated, the leg straighterteld ihe spine is flexed, and
the neural structures will respond in different s/t you will get a picture of
neural plasticity — ie how freely the nerves glide relationship to its

surrounding tissues.

Only then would you examine the spine itself.

In my opinion there would ndie any need to examine the chest, or the sterno-
costal joints, nor would the spine be examinedhi& supine position — ie
lying face-up, or in side lying. | would consideis hactions here to be far
removed from ethical standard of care, and wouddwit with moderate — >
severe disproval.

Management Plan

The documented management plan was not tailorbértgpecifically and the
documentation was poor for someone who is alreadyregistered
physiotherapist.

® The lumbar-sacral plexus is the area where the maives branch out from the lower region of the
spine.
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Adequate Supervision

When a physiotherapist has had two years post-gtadexperience, it would
be expected he would be competent in managingaantent plan, but it is

difficult to know how they do this in [his countr}- so maybe a harsh
judgment. However, one tutor to four post-gradymitgsiotherapists sounds to
be totally manageable.

Documentation

As noted previously — [Mr B’s] documentation is demuate, as there seems
to be no written follow-through showing tests, exaewions or actual
treatment necessary to have continuity of care.nfEvest should be
documented as to whether positive or negative, cispe when these ideas
had been discussed with the tutor in this typeafring situation.

Overall his documentation was very inadequate.
Summary

It is difficult to be specific as to whether hisnital competence and skill was
adequate — only the clinical supervisor would knihat, but | believe the

major departure from ‘adequate professional cage Iis in the circumstances
around the examination of distal body areas [reginnt proximate to the

ankle]. In this instance | viewed his actions wgtiave concern, and if found to
be true, would consider this to be a major failirprofessional standards.”

Code of Health and Disability Services Consumers’ights
The following Rights are applicable to this comptai
RIGHT 2
Right to Freedom from Discrimination, Coercion, ldasment, and Exploitation

Every consumer has the right to be free from dmsuration, coercion, harassment,
and sexual, financial or other exploitation.

RIGHT 4
Right to Services of an Appropriate Standard

(2) Every consumer has the right to have servigesiged that comply with legal,
professional, ethical, and other relevant standards
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RIGHT 6

Right to be Fully Informed

(2) Before making a choice or giving consent, ewagsumer has a right to the
information that a reasonable consumer, in thatstoner’s circumstances, needs to
make an informed choice or give informed consent.

RIGHT 7
Right to Make an Informed Choice and Give Inforr@emsent

(1) Services may be provided to a consumer only ifdcbasumer makes an informed
choice and gives informed consent, except whereeaagtment, or the common
law, or any other provision of this Code providéiseswise.

Other relevant standards
The Physiotherapy Board of New Zealantle Standards of Ethical Conduct 2006

“Physiotherapists should at all times:
1. Actin the best interests of their patients.
2. Practise in accordance with acceptable professginatiards.

3. Respect the rights and dignities of individuals.

1.1  The relationship between the physiotherapist ard ffatient is one of
trust.

1.3 The relationship of trust must never be abused iflcludes not entering
into a sexual relationship with a current patient.

3.4 Ensure that comprehensive, accurate and up-todliaieal records are
kept.
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4.1 Patients have the right to

... be free from discrimination, coercion, harassnmam sexual, financial or
other exploitation. ”

The New Zealand Society of Physiotherapists Inc@gal Policy on
Professional Sexual Boundaries 2003

“... Physiotherapists, like a number of other profasals, are involved in
relationships in which there is a potential imbaknof power. The
physiotherapist to patient relationship is not arfeequality. In seeking
assistance, guidance and treatment the patient uimenable. Sexual
exploitation of the patient is an abuse of power. .

The term “sexual relationship” is not restrictedsexual intercourse but may
include any conduct which has as its purpose sooren fof sexual
gratification, or may be reasonably construed by platient as having that
purpose.

3. Breaking Professional Sexual Boundaries

Varying degrees of sexual harassment may occurhwhieak professional
boundaries. Such behaviour can be grouped into fatewing three
categories:

» Sexual impropriety
* Sexual transgression
» Sexual violation

Sexual impropriety means any behaviour such as gestures or expresheins
are sexually demeaning to a patient, or which destnate a lack of respect for
the patient’s privacy, including but not exclusivel

* Examining the patient intimately without the patisrinformed consent.

Sexual transgression includes any inappropriate touching of a patiet i
of a sexual nature, short of sexual violation, udahg but not exclusively:
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* Touching of breasts or genitals except for the psepof physical
examination or treatment.

* Sexual violation means physiotherapist/patient sexual activity wéetr
not initiated by the physiotherapist.

5. Safety and protection

To avoid misunderstandings or inappropriate condhet physiotherapist
should employ the following safeguards:

* Provide adequate information and explanation whieips to avoid
misunderstandings and misinterpretation.

« Offer and encourage the presence of chaperone/whaead during
intimate examinations.”

18 H)‘( 29 February 2008
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Opinion

This report is the opinion of Rae Lamb, Deputy Cassmoner, and is made in
accordance with the power delegated to her by trar@issioner.

Opinion: Breach — Mr B

Under Right 4(2) of the Code of Health and Dis#&pi$ervices Consumers’ Rights
(the Code) Ms A had the right to services provitdeéccordance with professional
and ethical standards. Right 2 of the Code providasMs A had the right to be free
from exploitation, including sexual exploitationigRt 7 of the Code gave Ms A the
right to make an informed choice and give inforncedsent, and Right 6(2) entitled
her to the information necessary to provide infairoensent.

In my opinion, Mr B breached Rights 2 and 4(2) bé tCode by unnecessarily
examining Ms A’s chest and sterno-costal regioul, layinappropriately touching her

breast. He did not explain the purpose of this eration or obtain Ms A’s consent

and therefore breached Rights 6(2) and 7 of theeCldéd also breached Right 4(2) in
relation to the standard of his clinical documentatThe reasons for my decision are
set out below.

Informed consent

On 31 August 2006 Ms A attended the Clinic for tme@nt of her right ankle injury.
An initial assessment was undertaken by Mr B amsdshipervisor, Mr C. During the
next appointment Ms A’s lumbar and thoracic regimre checked owing to concern
that she may have injured another part of her bddly. A recalls that this was
discussed with her. Mr C performed the examinatidnle she was lying on her
stomach, and Mr B watched and assisted (Mr C didcansider that examination of
the thoracic region was clinically relevant). Oraexnation there was no evidence of
spinal or back injury. Accordingly, it was explathéo Ms A that treatment would
focus on her ankle injury.

Although not adequately documented, | am satigtied appropriate information was
provided about the initial treatment and the reasion the examination of Ms A’s
spine, and that she consented to the examinatiocording to the School’s policy, it
was not necessary to explain the treatment agasulzequent consultations unless
the treatment was different from that which hadsadly been discussed and agreed
upon.

Treatment proceeded as discussed during consakatio 8 and 25 September 2006.
However, on 28 September Mr B decided to re-exariaéA’s spine. Mr B did not

advise Ms A of his intention to re-examine her spor the reasons for the re-
examination. The additional tests on Ms A’s bac#t ehest area included the thoracic
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spine and sterno-costal joints and were clearly eatension of the previous
examination of her lumbar spine undertaken by Miu@ng her second appointment.

Mr B should have explained to Ms A the reasongtier spinal examination prior to
performing those examinations, particularly as M#$ial already been told that she
did not have a spinal injury. It was not adequatepy to ask whether he could
examine her back and shoulder region — if thisiddked occur — and assume that
Ms A would deduce the reasons for repeating andeneg the previous
examinations. Most significantly, Mr B has acknoalded that he did not explain to
Ms A the reasons for the sterno-costal examinatioand believes this is the reason
for the entire complaint. This examination, givém tclose proximity to the breast
region, should not have been undertaken withouillaekplanation together with the
offer of a chaperone or referral to a female physiapist.

I am not convinced that Mr B’s failure to explahetsterno-costal examination is the
sole reason for Ms A’s complaint (see below). Femtiore, while Ms A commented

that she had generally found Mr B to be difficdtunderstand — no doubt in part
because English is not his first language — thisiaasexcuse for not providing

adequate information. In this case, the failureptovide information and obtain

consent to this examination was a significant deparfrom the standard expected.
The School’s policy for informed consent requiresumentation of informed consent
when there is a significant change in the treatrpéan. Quite clearly, the policy was

not complied with.

Overall, | consider that Mr B did not adequatelplan to Ms A the examination of
her thoracic spine and sterno-costal region, adchdt obtain her consent to perform
the examination. Accordingly, Mr B breached Righ{8) and 7 of the Code.

Examination 28 September

On 28 September, Ms A expected Mr B to continuénhwiutine treatment to her
ankle. This included a number of objective testi®veed by mobilisation of the ankle.
My expert advisor, physiotherapist Ms Shirley Lamaonsidered that, generally, Mr
B provided appropriate manual therapy to Ms A’s lankHowever, Ms Lamont

believes that the additional examinations he paréat were clinically inappropriate.
Most significantly, there was no reason to exantiireechest or sterno-costal joints.

Ms Lamont considered that it was reasonable foBMo consider whether there was
a source of pain other than the ankle, given thatively slow recovery time. Ms
Lamont noted that when checking for neural pairmfrine back, a patient should
initially be examined fully from the upright positi to check for symmetry of the
spine. Mr B did not do this. Furthermore, it is egggiate to do a number of specific
neural tests prior to a spinal examination — inplgdthe straight leg raise. The
straight leg raise is a standard test for ascengwwhether there is any neural tension
present indicating a possible spinal injury. Onsgeased, it is appropriate to examine
spinal movements to judge whether there is refeardde pain.
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Mr B did perform a straight leg raise test, althoubis was not documented. He
found it difficult to recall the results of the aight leg raise test, although believes
that it was negative (having initially advised tBehool that it was positive). Mr B’s
limited recall of the results of the straight legjse test is perhaps understandable.
However, given that it appears most likely that straight leg test was negative there
was no particular reason to proceed further withspinal examinations.

| accept that it was reasonable to consider otberces for Ms A’s ankle pain.
However, there was no clinical reason to perforchest or sterno-costal examination,
or even to ask Ms A to lie on her side to faciétakamination of the spine or shoulder
region. There no plausible reason to explore thegmns when seeking to treat an
ankle injury. I accept Ms Lamont’s advice that Ms Bnnecessary examination of Ms
A’s chest and sterno-costal area was a moderasevere departure from an ethical
and professional standard of care. Accordinglyninview Mr B breached Right 4(2)
of the Code.

Inappropriate touching

Ms A complained that during the chest and sterrsiadexamination, Mr B put his
hand inside her bra and reached through to unaeidie breast. Mr B acknowledged
performing a sterno-costal examination without olte informed consent, but
disputes that he touched Ms A’s breast region oples.

Although we have been unable to follow up with t@fdMs A’s friends, immediately
after the consultation Ms A told three friends abwhat had occurred. Ms F clearly
recalls being advised by Ms A that her breast heghliouched, and stated that Ms A
was “upset and scared”. On 3 October, Ms A advisgédneral practitioner that Mr B
had “touched her breasts”, and was offered coungelOn 4 October, Ms A clearly
identified to Mr C on a diagram the areas wherehste been touched. This included
her sterno-costal and breast region.

Mr B has found it difficult to recall precisely whaccurred on 28 September — at
one point he even denied undertaking a sterno{cesémination. He also explained
that sterno-costal examinations are undertaken seittere upper back pain or pain on
breathing or moving the arms. He has not asseln&idthese symptoms were present
on 28 September.

| prefer the evidence of Ms A on this matter. Hezall of events is consistent and her
concerns about Mr B touching her breast were raigigiil numerous parties almost
immediately following the event and in the dayddwing. Her communications with
Ms F and her general practitioner corroborate leesion of events. | am persuaded on
the balance of probabilities that Mr B touched Ms Breast as she described.

Mr B’s actions were clearly contrary to the profesal and ethical standards that
apply to physiotherapists. Principle 1.1 of the $tbtherapy Board of New Zealand’s
Standards of Ethical Conduct 2006tates that the relationship between a
physiotherapist and his or her patient is one wo$ttrPrinciple 1.3 states that the
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relationship of trust must never be abused. Twust fundamental cornerstone of the
physiotherapist—patient relationship. As noted e tNew Zealand Society of
Physiotherapists INnNZSP Policy on Professional Sexual Boundai{2803), the
relationship is not equal. In seeking assistanuo&lagmce, and treatment, patients are
vulnerable. In addition, the principle of trustimgegral to the often intimate physical
contract required for physiotherapy treatment.

Mr B’s conduct in touching Ms A’s chest and breadiising a clinically unnecessary
examination was a serious departure from the psafeal and ethical standards
applying to a physiotherapitThe NZSPPolicy on Professional Sexual Boundaries
sets clear parameters around acts of sexual imptg@and sexual transgressions. Mr
B’s actions amount to both sexual impropriety (bétwar that is sexually demeaning
to a patient) and sexual transgression (inappr@pt@iching of a patient that is of a
sexual nature).

In conclusion, | share Ms Lamont’s grave concerouatMr B’s actions. Mr B’s
actions in touching Ms A’s breast are a severe idegafrom the acceptable standard
of professional and ethical behaviour, and a bre&étight 4(2) of the Code.

Furthermore, the Code states that any abuse of sétiggo of trust amounts to
exploitation. Mr B’s actions were an abuse of lesvpr in the physiotherapist—patient
relationship, and of the trust that Ms A placed him as her physiotherapist.
Accordingly, Mr B’s conduct amounts to exploitatjiand a breach of Right 2 of the
Code. It is not clear why Mr B conducted the stecnstal examination and touched
Ms A’s breast. In the absence of any clinical iatien for the examination, he runs a
clear risk of having his actions viewed as beingthe purposes of his own sexual
gratification.

Documentation
Ms Lamont found it difficult to assess the standafrdare provided by Mr B based on
his documentation. She stated:

“[Mr B’s] documentation is inadequate, as therenseeo be no written
follow-through showing tests, examinations or actoeatment necessary to
have continuity of care. Every test should be domued as to whether
positive or negative, especially when these ideakbeen discussed with the
tutor in this type of learning situation.”

With regards to the consultation of 28 SeptemberBM notes make no reference to
the additional examinations he performed. Nor dedflily document the standard
investigations, such as the straight leg raise.

°® While Mr B was not fully registered as a physio#st, the principles of thStandards of Ethical
Conductapply to his conduct with respect to his speciappse registration.
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Principle 3 of theStandards of Ethical Conduct 200équires a physiotherapist to
apply best practice of physiotherapy to his orgrefessional activities. Principle 3.4
requires comprehensive and accurate clinical recdrdhare Ms Lamont’s concern
about the adequacy of the documentation for some&dre is already a registered
physiotherapist. Adequate record-keeping is immbriar many reasons. An accurate
and proper clinical record is essential for contynof care and for communicating
with other health professionals. Furthermore, asevé&denced by this case, a
comprehensive and accurate clinical record is matefgr reviewing patient care and
audit when questions are raised about the adeaiaare provided.

Overall, | consider that Mr B did not document b&ége of Ms A in accordance with
professional standards and breached Right 4(2)eo€bde.

Opinion: No breach — University

Vicarious liability

Under section 72(3) of the Health and Disabilityn@oissioner Act 1994 (the Act), an
employing authority may be vicariously liable férvetacts or omissions of an agent.
Therefore, consideration must be given to whetherlniversity is vicariously liable
for Mr B’s breaches of the Code.

In his letter of complaint, Mr D stated that Mr Easvan employee of the University. It
was subsequently clarified that at no stage wa88Mn employee of the University.

Rather, he provided services in the clinic in hegparity as a student undertaking
postgraduate clinical experience, having been gdaspecial purpose registration by
the Physiotherapy Board of New Zealand.

The issue is whether, by providing services in ttapacity, Mr B was acting as an
agent of the University. A key element in that assgent is whether it appears that Mr
B was acting on behalf of the University, and whatonsumer’s perception of the
situation would be (including the consumer’s untierding/impression/awareness of
the nature of the relationship).

| am satisfied that Mr B was acting as an agenthef University in providing
physiotherapy services to Ms A at the Clinic. Thdéni€ at the School of
Physiotherapy clearly holds itself out as providpinysiotherapy services to university
students and the wider community by supervisediptherapy students. The Clinic is
accredited by the New Zealand Physiotherapy Actagdh Scheme and is recognised
by ACC. Mr B provided supervised treatment to paevho presented to the Clinic
for treatment. Appointments for his services weodKed through the Clinic, and
consultations took place at the Clinic within theh8ol of Physiotherapy. In
conclusion, having considered the outward appearahir B’s relationship with the
University to his patients, | am satisfied that theiversity allowed him to appear as
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its agent, and Ms A and other patients of the €limould legitimately perceive that
through these arrangements there was an agenbmnslip between Mr B and the
University. Consequently, | consider that Mr B veasimplied agent of the University
for the purposes of section 72(3) of the Act and w&aeting within the scope of his
authority when he provided physiotherapy serviodgl$ A.

Vicarious liability does not arise under section(3j2f the acts or omissions of an
agent took place without the express or impliedhauity of the employing authority.
In addition, under section 72(5), it is a defenoedn employing authority to prove
that it took such steps as were reasonably préadtida prevent the acts or omissions
leading to an employee’s breach of the Code. THende in section 72(5) is also
available in relation to the acts or omissionsgdras (and members).

The University had comprehensive policies in plaicejuding in relation to the
supervision of postgraduate students and infornoedent. The University provided
documentation to confirm that Mr B had been oritadao the clinic and the policies
and procedures manuals. While Mr B booked the app@nt for 28 September
outside clinic hours (see discussion below), he eeatainly aware of the requirement
for supervision.

Mr B breached Rights 2, 4(2), 6(2) and 7 of the €ddiaving considered the policies
in place and the nature of Mr B’s breach of the €ddconclude that the University
took reasonable steps to prevent the acts and iomsg question, and that Mr B’s
acts took place without the express or implied auwity of the University. Overall, |
consider that Mr B was adequately supervised —eoatih | have been left with some
reservations about his consistently poor standadbocumentation (see below). | also
consider that the University took prompt and appetp steps in response to Ms A’s
complaint. In addition, appropriate support appéaisave been provided to Ms A.

In the circumstances | consider that the Univeliisityot vicariously liable for Mr B’s
breaches of the Code.

Other comment

Booking of appointments

The School’'s policy documents state that appointsna@ne to be booked through
reception staff — although Mr B has indicated teatdents make these bookings
themselves if they have time.

Mr B apparently booked Ms A’s appointment on 28 t8eyber during the lunchtime
to cater for her availability. In light of the impgant requirement of supervision, a
lunchtime appointment should not have been schdduatgwithstanding any possible
inconvenience to Ms A.
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I note that when Mr C became aware that an appeintrhad been arranged outside
clinic hours, he reminded reception staff to bo@pantments only during clinic
hours. In the circumstances, | recommend that @@ remind its students that
appointments must be booked only through recepdtaff, and must be made only
during clinic hours.

Supervision/documentation

As noted above, Mr B’s documentation was consibtgrdor. | acknowledge that the
requirements of supervision are variable. It calyaappears that Mr B was well
supervised from a clinical perspective during thigal consultations. Treatment then
proceeded as planned (until 28 September) with Mav@ilable if required during

supervised clinic sessions. However, even durimginitial consultations Mr B did

not document his spinal examination.

I recommend that the University consider whethey famther measures should be
taken in relation to the supervision of postgradustidents’ documentation, such as
whether patient notes should be signed off by limécal supervisor.

Actions taken

Following receipt of Ms A’s complaint, Mr B was fended from clinical practice,
and the University audited Mr B’s recent femaleigras. Mr B received a zero mark
for the clinical component of this aspect of hisise. However, he was able to sit his
final clinical exams as he had already completdficgent clinical hours.

Recommendations

| recommend that Mr B provide a written apologyMe A for breaching the Code of
Health and Disability Services Consumers’ Rightise Bpology is to be sent to this
Office and will be forwarded to Ms A.

Follow-up actions

e Mr B will be referred to the Director of Proceedsnip accordance with section
45(2)(f) of the Health and Disability Commissionset 1994 for the purpose of
deciding whether any proceedings should be taken.

* A copy of this report will be sent to the Physiotiy Board of New Zealand.
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» A copy of this report, with details identifying tiparties removed, except the name
of Mr B, will be sent to the New Zealand SocietyR#fysiotherapists Incorporated
and the association of physiotherapists from Mrigime country.

» A copy of this report, with details identifying tiparties removed, will be placed
on the Health and Disability Commissioner websiteyw.hdc.org.nz for
educational purposes.

Addendum

On 8 July 2008 the Health Practitioners Discipiyndribunal upheld a charge of
professional misconduct against Mr B. Because Mve® not currently registered in
New Zealand, the Tribunal was not able to cancelugpend his registration. Should
he apply for registration in New Zealand, he musthia own cost, undertake a
psychological assessment to assess what riskyjf e poses to public safety, and
complete training in ethics and professional bouedaincluding personal and patient
safety to the satisfaction of the PhysiotherapyrBad New Zealand.

In the event that Mr B meets those conditions acegisters, he is to undertake a
mentoring programme. The Tribunal recommended that programme should
include education as to professional boundariesopal safety and patient safety.

Mr B was censured and fined $2,000.
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Appendix |
Clinical records for 28 September
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Appendix Il

Diagram illustrating regions where Ms A stated théit B had touched her.
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Appendix Il

Supporting Information

1. Copy of Ms A’s complaint submitted through the Sahof Physiotherapy,
marked ‘A’ (Pages 1-5).

2. Copy of notes of meetings held in the School ofdiitherapy in October 2006
regarding the complaint, marked ‘B’ (Pages 6—13).

3. Copy of notes of telephone discussion between Msd\the HDC investigator on
14 February 2007 marked ‘C’ (Page 14).

4. Copy of HDC’s notification letter of 26 February @0to Mr B, marked ‘D’

(Pages 15-16).

Copy of Mr B’s response to HDC of 4 April 2007, rked ‘E’ (Pages 17-18).

Copy of enclosed documents regarding Mr B’s Phiisi@py registration and

training, marked ‘F’ (Pages 19-25).

7. Copy of notes of telephone discussion between Mn@&the HDC investigator on
11 April 2007, marked ‘G’ (Page 26).

8. Copy of HDC's notification letter of 26 February@Daddressed to the University
marked ‘H’ (Pages 27-28).

9. Copy of the University's response to HDC of 20 Ma2007, marked ‘I’ (Pages
29-30), with copies of the following enclosures:—A@ionation of Mr B’s
enrolment, marked ‘I’ (Page 31).

10. Masters/Postgraduate [Diploma in Physiotherapy] 0&n2006, marked ‘I2’
(Pages 32-39).

11.Clinical records of Ms A’s consultations with Mr Between August and
September 2006, marked ‘I3’ (Pages 40-46).

12.Guidelines for Clinical Supervision of Studentstire School of Physiotherapy
Clinic, marked ‘14’ (Pages 47-49).

13. School of Physiotherapy Orientation document, ma&fke (Pages 50-55).

14.School of Physiotherapy orientation form signedvnyB, marked ‘16’ (Pages 56—
57).

15. School of Physiotherapy Accreditation Manual, mdrké’ (Pages 58-63).

16.Copy of transcript of interview with Ms A on 15 M@@07, marked ‘J’ (Pages 64—
80).

17.Copy of transcript of interview with Mr B on 14 Jr007, marked ‘K’ (Pages
81-103).

18.Copy of transcript of interview with Mr D, Dean 8thool of Physiotherapy on 14
June 2007, marked ‘L’ (Pages 104-113).

19.Copy of transcript of interview with Mr C on 14 JR2007, marked ‘M’ (Pages
114-122).

20.Copy of HDC’s letter of 30 May 2007 requesting mfation from the
University’s Student Health Services, marked ‘Nage 123).

21.Copy of response dated 8 June 2007 from the UriysrsStudent Health
Services, marked ‘O’ (Pages 124-125).

oo

29 February 2008 29

Names have been removed to protect privacy. Igemgifetters are assigned in alphabetical
order and bear no relationship to the person’s attuame.



