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SUMMARY  
 
 

BACKGROUND AND SUMMARY 

1. The Complaint relates to the care and treatment that Dr Morris, 
obstetrician/gynaecologist, provided to Patient A during her pregnancy in 2012. The 
baby was due on 23 December 2012. On 10 November 2012 an ultrasound confirmed 
death in utero. This was a high risk pregnancy as Patient A had diabetes (insulin 
dependent, type-1). For the management of diabetes during pregnancy Dr Morris 
referred Patient A to Dr Mohammad Mohiuddin, an endocrinologist. 

 
2. Patient A consulted Dr Morris in 2012 on 3 July, 31 July, 28 August, 25 September, 23 

October, 5 November and, postnatally, on 3 December. The nature of the 5 November 
consultation is disputed. For Patient A this was a self-referral for a non-routine visit 
complaining of decreased foetal movement. For Dr Morris it was a scheduled and 
routine visit. What occurred at the consultation of 3 December 2012 is also contested.  

 
3. For reasons discussed below, there are basically no available medical records for 

consultations 25 September, 23 October, 5 November and 3 December 2012, apart at 
times from references in referral letters. 

4. Dr Peter Bland, peer reviewer, provided a report about these matters to the HCCC in 
August 2015 and a supplementary report in June 2016. The Complaint is based upon 
these reports.  

 
5. In response Dr Morris has a peer review report from Prof Mike O’Connor, as well as 

witness statements from members of his staff Belinda Broderick (midwife) and Alexis 
Upton (nurse and midwife) and from Natasha Leader (dietician).  

 
6. A hearing was held on 9 and 10 February 2017 when evidence was given by Patient 

A, Patient A’s husband, Dr Bland, Dr Morris, Prof O’Connor, Alexis Upton and Belinda 
Broderick. 

 
7. The Committee found parts of the Complaint proven and amounting to unsatisfactory 

professional conduct. It cautioned Dr Morris and ordered and audit of his medical 
records. 

 
THE COMPLAINT 
 
8. The Complaint (consisting of two parts) is set out in full at Attachment A of this 

decision. Complaint one alleges that Dr Morris is guilty of unsatisfactory professional 
conduct under section 139B(1)(a) of the National Law in that the he has engaged in 
conduct that demonstrates the knowledge, skill or judgment possessed, or care 
exercised, by him in the practice of medicine, is significantly below the standard 
reasonably expected of a practitioner of an equivalent level of training or experience. 
Complaint two alleges that Dr Morris contravened NSW regulations dealing with 
medical records, namely the Health Practitioner Regulation (NSW) of 2010.  

 
9. The Particulars of the Complaint are set out in detail below as we use these to 

organise the material before the Committee. In short, it is alleged that at various 
consultations Dr Morris failed to assess Patient A’s blood pressure, failed to 
adequately respond to Patient A’s concerns on 5 November 2012, failed to provide 
proper counselling at the consultation of 3 December 2012 and failed to maintain 
proper medical records. 
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THE RESPONDENT’S BACKGROUND 
 
10. At all relevant times with respect to this Complaint, Dr Morris practiced as an 

obstetrician/gynaecologist. Under the National Scheme he is presently registered 
nationally in this category and is employed on this basis. Dr Morris has no conditions 
on his practice of medicine. 

 
11. Dr Morris obtained his MBBS from the University of Sydney in 1990. He was admitted 

to the Royal College of Physicians (Ireland) in 1998 and Royal College of Obstetricians 
and Gynaecologists (UK) in 1999. He has been a fellow of the Royal Australian and 
New Zealand College of Obstetricians and Gynaecologists since 2000. 

 
12. From 2002 Dr Morris has been in private practice in obstetrics and gynaecology. Since 

that time he is, or has been, a Visiting Medical Officer obstetrician and gynaecologist 
at Royal Prince Alfred Hospital, Prince of Wales Private Hospital, Mater Hospital and 
North Shore Private Hospital. 

 
THE LEGAL FRAMEWORK 
 
13. Section 139B of the National Law states: 

 
Meaning of "unsatisfactory professional conduct" of registered health practitioner 
generally [NSW] 
 
(1) Unsatisfactory professional conduct of a registered medical practitioner includes 
each of the following:  
 
(a) Conduct significantly below reasonable standard   
“Conduct that demonstrates that the knowledge, skill or judgment possessed, or care 
exercised, by the practitioner in the practice of practitioner’s profession is significantly 
below the standard reasonably expected of a practitioner of an equivalent level of 
training or experience. 

 
(b) Contravention of this Law or regulations 
A contravention by the practitioner (whether by act or omission) of a provision of this 
Law, or the regulations under this Law or under the NSW regulations, whether or not 
the practitioner has been prosecuted for or convicted of an offence in respect of the 
contravention. 

 
           … 
 
14. The standard of proof which the Committee must apply is one of reasonable 

satisfaction. And as the much used statement of Briginshaw v Briginshaw (1938) 60 
CLR 336 puts it: 

 
"Reasonable satisfaction is not a state of mind that is attained or established 
independently of the nature and consequence of the fact or facts to be proved. The 
seriousness of an allegation made, the inherent unlikelihood of an occurrence of a 
given description, or the gravity of the consequences flowing from a particular finding 
are considerations which must affect the answer to the question whether the Issue has 
been proved to the reasonable satisfaction of the tribunal. In such matters 'reasonable 
satisfaction' should not be produced by inexact proofs, indefinite testimony, or indirect 
inferences". 

 
15. These remarks, of course, focus the decision-makers’ attention upon the nature of the 

evidence required to establish the case. They do not change the standard of proof, 
which remains that of reasonable satisfaction. 
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16. This is the legal framework in which we are to consider the material placed before us. 

For the Complaint to be proven, the Committee must be reasonably satisfied on 
balance that Dr Morris committed the conduct complained of and that this conduct 
satisfies the statutory definition of unsatisfactory professional conduct. In this sense 
the onus is on the Commission to establish that Dr Morris has departed to the requisite 
degree from the appropriate standards. The standard of proof relevant to our fact-
finding exercise is conventionally referred to as the Briginshaw v Briginshaw standard 
(discussed above). Basically, the standard of proof is proportionate to the gravity of the 
issue to be proved. These disciplinary proceedings will have professional and personal 
consequences for Dr Morris and we have taken account of this in our deliberations. 

 
17. In evaluating Dr Morris’ conduct he is to be judged by the standards of a practitioner of 

an equivalent level of training and experience. He has been a member of the relevant 
College (RANZCOG) since 1990 and has conducted a large private practice since 
2002. He is a highly experienced practitioner and is to be judged accordingly. 

 
ISSUES 
 
18. The issues to be determined by this Committee are as follows. 
 

First, whether the Committee is reasonably satisfied on balance that the factual 
particulars of the Complaints are proven. 
 
Second, whether the conduct overall amounts to unsatisfactory professional conduct. 
 
And third, whether orders of directions made by way of Part 8, Division 3, Subdivision 
3 of the National Law are appropriate. 

 
19. An issue for the Chairperson is whether non-publication directions should be made. 
 
 
THE MATERIAL BEFORE US AND OUR REASONING RELEVANT TO EACH 

PARTICULAR  
 
20. The Particulars raise some 14 allegations against Dr Morris. In these circumstances it 

makes sense to set out our findings immediately after setting out the relevant evidence 
for each particular, rather than in a separate section after we have set out the evidence 
before us on all of the particulars. 

 
21. We set out the material before us on each particular separated for the most part 

between material disclosed by the documents before us and material presented at the 
hearing; which, as noted above, was held on 9 and 10 February 2017.  

 
22. We have had the benefit of submissions from both the HCCC and the Respondent’s 

legal advisers. We have read these carefully and make reference to them below where 
appropriate. There was some discussion at the commencement of the hearing as to 
whether there should be a two stage or a one stage hearing. It was agreed that this 
would be a one-stage hearing (i.e. the hearing of 9 and 10 February would culminate 
in a decision by the Committee both as to its findings and as to what orders it should 
make, if any, in light of these findings).  

 
PARTICULARS OF COMPLAINT ONE (i.e ways in which it is alleged Dr Morris significantly 

departed from the expected standards) 
 
23. Particular 1 reads: Patient A consulted the practitioner at the clinic on the dates listed 

in annexure A.  In circumstances where the practitioner was aware of Patient A’s high 



 

 5  

risk pregnancy status, the practitioner failed to assess or obtain Patient A’s blood 
pressure after 31 July 2012. 

 
24. The dates listed in annexure A, all in 2012, are: 28 May (11 weeks), 3 July (15 weeks 

2 days), 31 July (19 weeks 2 days), 28 August (23 weeks 2 days), 25 September (27 
weeks 2days), 23 October (31 weeks 2 days) and 5 November (33 weeks 2 days). 

 
25.  Dr Morris in his statement admits that Patient A’s pregnancy was a high risk 

pregnancy. He denies that he failed to assess or obtain Patient A’s blood pressure 
after 31 July 2012. He states that her blood pressure was obtained and assessed at 
each antenatal visit, including those that occurred after 31 July. 

 
26. Patient A in her statement claims that at each visit blood pressure was not checked 

(and nor was urine, blood sugar levels or weight) and that while she saw a midwife 
before each consultation the midwife never examined her physically. She clarifies this 
in a subsequent statement – she recalls her BP being taken on her first visit by Dr 
Morris but has no recollection of it being taken subsequently.  

 
27. There are no medical records available for the consultations of 25 September or 5 

November. Dr Morris notes that the records (his entry in the antenatal cards) for 28 
May, 3 July and 31 July have a note about BP. His record for 28 August does not 
record BP. But it was the evidence of Belinda Broderick, the midwife who copied the 
antenatal card at that time, that it is her belief that the card was copied prior to the 
consultation with Dr Morris. We accept this evidence and thus draw no inference with 
regard to particular 1 from the absence of a BP record for 28 August. 

 
28. We should say something here about the medical records for Patient A. In 2012 it was 

Dr Morris’s practice for each patient to have a yellow antenatal card which they kept. 
The evidence before us, which we accept, is that Dr Morris would take a photocopy of 
this card at around 20 weeks and 36 weeks. Dr Morris states however, that two 
antenatal cards exist for Patient A: card 1 which was used on the initial visit (28 May) 
and the visit of 3 July and this card was not copied by him (as it was not yet 20 weeks). 
Card 2 was used for the 31 July and 28 August consultations and a copy of this card 
was made by him at the 28 August visit. According to Dr Morris card 2 then became 
the antenatal card used at subsequent visits. The original of this card is now missing. 
A copy of this card (with entries beyond 28 August) is not now in Dr Morris’s records 
and nor apparently was it sent to Patient A following the 3 December consultation. 
Although, as noted below, it is unclear just what material was given to Patient A either 
at the conclusion of the 3 December consultation or subsequently posted to her. What 
can be said is that with regard to providing material for the HCCC investigation, Patient 
A was in possession of card 1 (the original) while a copy of card 2 (recording 28 
August consultation but no subsequent consultations) was in the possession of Dr 
Morris. 

 
29. Dr Morris’s medical notes for Patient A encompassed more than the antenatal card 

held by the patient. The patient’s paper folder held at the surgery contained more 
information and documentation for the pregnancy, and there was, for a period of time 
in this case, information stored on the hard disc of the ultrasound machine. We were 
told and we accept that the material in the folder for Patient A would have included, in 
addition to any copy of an antenatal card, notations made on the inside and the cover 
of the folder, as well as a pink patient history sheet and a print out of ultrasound growth 
charts.  

 
30. Although he has no direct knowledge of this Dr Morris claims that it is likely that the 

original records were returned to Patient A after the 3 December consultation. Patient 
A denies this and states that after the consultation of 3 December 2012 she requested 
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copies of her records and some of these were posted to her about 4 weeks later. What 
she received, she states, she provided for the HCCC investigation. 

 
31.  It is Dr Morris’ evidence that a power surge in November 2013 destroyed copies of the 

ultrasound images taken during the course of Patient A’s pregnancy.  In addition, while 
preparing material for this case he learnt that the thermal prints of these images were 
not scanned by the scanning company and nor was the covering folder of the file on 
which notations were made. The original file is not now available, as it was Dr Morris’ 
practice at the time to destroy the original file after scanning.  

 
32. It was Patient A’s evidence that she only ever had one antenatal card in her 

possession (the card described above as card 1). However on this point we accept the 
evidence of Dr Morris and the midwife Ms Broderick that it is likely in this case that 
there were two antenatal cards as described above in paragraph 28. 

 
33. Returning now to the issue of whether Dr Morris failed to assess or obtain patient A’s 

blood pressure after 31 July 2012. With the consultations of 20 August, 25 September, 
23 October and 5 November in mind, it was Dr Morris’s evidence that an obstetrician 
of his experience would always take blood pressure measurements at these 
consultations and he is sure that he did so. This was his invariable practice. Blood 
pressure measurements are recorded for the first three consultations (28 May, 3 July 
and 31 July), even if these recordings are rather difficult to read, as we discuss below. 
We have no relevant records of the consultations of 25 September, 23 October and 5 
November and as we state above at paragraph 27, we do not think that the absence of 
a record of blood pressure measurement on the 28 August record shows that no BP 
measurements were taken at that consultation.  

 
34. Our view of the above material is that we accept Dr Morris’s evidence that he obtained 

Patient A’s blood pressure at all the prenatal consultations. This is standard practice 
and we see no reason why someone of his experience would have departed from it. 
We note that the earliest written record we have from Patient A about these events is 
from some two years after the consultations. And as with the antenatal cards, whether 
there was one or two, we consider Dr Morris’s account about the taking of blood 
pressure to be the more reliable of the rival accounts. Thus we find particular 1 not 
proven. 

 

35. Particular 2 reads: In circumstances where the practitioner was aware that Patient A’s 
pregnancy was high risk and where Patient A had complained to the practitioner on 
5 November 2012 of reduced foetal movements, on 5 November 2012 the practitioner 
failed to: 

 
a. offer Patient A cardiotocography (CTG) monitoring; 

b.   explain to Patient A the benefit of CTG monitoring;  

c.  undertake CTG monitoring on Patient A, and instead relied on ultrasound 

monitoring. 

36. It is Dr Bland’s view that if Dr Morris was aware of the worry of reduced foetal 
movement then he should have offered a CTG assessment. It is Prof O’Connor’s view 
that if Dr Morris was unaware of Patient’s A’s concern of reduced foetal movement, he 
would not be critical of the failure to undertake CTG monitoring. Clearly, the factual 
issue at the heart of this particular is whether Patient A complained of reduced foetal 
movements to Dr Morris, or to his staff, leading up to or at the 5 November 
consultation?  
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37. It is Patient A’s claim that she scheduled a meeting with Dr Morris for Monday 5 
November because she was concerned about her baby’s lack of movement. She 
already had in place an appointment for Friday 9 November but she rang the previous 
week and told Lexi (Alexis Upton) her concerns and Ms Upton gave her a cancelled 
appointment for Monday 5 November. Ms Upton then cancelled the Friday 9 
November appointment. 

 
38. At the Monday 5 November appointment Patient A states she told the midwife her 

concerns about lack of movement and the midwife said she would tell Dr Morris. 
Before she could see Dr Morris he was called away for an emergency delivery and she 
waited for him. On his return she told him she had been feeling very little movement 
lately. He gave her an ultrasound and reassured her. Patient A says that Dr Morris did 
not check the baby’s heart rate at this consultation and at the 3 December 
consultation, when asked, could not say what the baby’s rate was at the 5 November 
consultation.  

 
39. It is Dr Morris’s claim that the 5 November consultation was a routine consultation 

booked at the time of the preceding visit on 23 October. He points to his electronic 
booking system which he clams supports this claim And on this point he is supported 
by the statement from Alexis Upton. 

 
40. Dr Bland observes that all the other consultations were on a Tuesday while the 5 

November was a Monday, supporting the view that it was unscheduled. Although on 
Patient A’s evidence the arranged but cancelled 9 November visit was for a Friday. 

 
41. In our thinking about this particular we start with the printout of Patient A’s 

appointments in 2012 from Dr Morris’s software, Genie. It is claimed by Dr Morris that 
this print out makes it clear that the 5 November appointment was a routine 
appointment created at the time of the previous consultation of 23 October. It was his 
evidence supported by the evidence of Ms Upton that if an appointment was changed 
(as alleged by Patient A) the new appointment would have a new creation date and the 
old appointment would be deleted (something that didn’t happen with the 5 November 
appointment). The Committee had its own knowledge of this software (which it made 
known to the parties) and that there was another way of changing an appointment date 
without deleting the old appointment and recreating a new appointment which would 
not result in a new creation date. It was Ms Upton’s evidence (and Dr Morris’s 
evidence) that they were not aware of this other way and at Dr Morris’s practice any 
change of appointment resulted in creating a new appointment and deleting the old 
one. We accept this evidence and are thus of the view that the 5 November was a 
routine appointment. This view is supported by the evidence from Ms Upton that if 
Patient A told her over the phone of this worry on Thursday or Friday of the previous 
week, as an experienced midwife, she would have directed her to a Hospital the same 
day and would not allow assessment to wait until the following Monday.  

 
42. Nonetheless, did Patient A make known her concerns about lack of foetal movement 

at the 5 November appointment? It is the evidence of Patient A and Dr Morris that 
before he could see Patient A that morning he was unavailable for an hour or so, as he 
was called out to a birth. It was the evidence of Ms Broderick that if Patient A had 
raised the concern of lack of foetal movement she would have investigated this further 
and would not have given her the option (as described by Patient A) of going away and 
coming back another time. It was Dr Morris’s evidence that a concern by Patient A 
about lack of foetal movement would have been highly significant and if this was raised 
with him (or his staff) on 5 November it would have led to additional assessment.  

 
43. In addition to these claims and counter claims, we note that the hospital notes from 

Wollongong Hospital do not record for Patient A a history of concern for foetal 
movement extending back to the 5 November. They have a history of concern since 9 
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November, or in another note, one or two days before the 10 November. In addition, 
this particular concern is not recorded in Dr Mohiuddin’s report of his consultation with 
Patient A on 6 November. Patent’s A’s response to this is that she had been re-
assured about the earlier lack of foetal movement by Dr Morris on 5 November. 
Possibly this explains the lack of reference to this concern in Dr Mohuiddin’s report but 
in on our view it doesn’t explain the lack of reference to any concerns of 5 November 
in the Wollongong Hospital notes. 

 
44. In short, on this matter we are not satisfied that at the 5 November visit Patient A 

expressed to the staff or directly to Dr Morris concerns about lack of foetal movement. 
As Dr Morris acknowledges in his statement it is possible that Patient A had these 
concerns about reduced foetal movement but these worries were not made known to 
him. 

 
45. In passing we note there was a side issue associated with this particular, namely, 

whether Dr Morris checked for foetal heartbeat at the 5 November consultation. It was 
Patient A’s evidence that she did not observe this. The ultrasound was rushed, she 
said, and she did not observe the usual check for heartbeat on the screen, she said. 
For his part Dr Morris states that it is not possible for an obstetrician to do an antenatal 
assessment without checking for the presence of a heartbeat; and he could do this 
check in ways that did not produce a line on the screen or the sound of a heartbeat. 
On this matter we accept Dr Morris’s account that he did monitor for foetal heartbeat, 
though accept that this monitoring may not have been apparent to Patient A. 

 
46. Particular 3 reads: At the consultation with Patient A on 3 December 2012 after 
 learning of the death of Patient A’s baby in utero, the practitioner failed to: 
 

a. provide counselling to Patient A or refer Patient A to her general practitioner, 

a professional grief counsellor, a psychologist or social worker for counselling; 

b. discuss and explain Patient A’s recent test results other than the elevated 

HbA1C results; 

c. arrange for Patient A to repeat tests such as for Protein S deficiency 

concerning her recent pregnancy and for future pregnancies;  

d. arrange or notify Patient A of the utility of a further consultation to discuss, 

amongst other things, the full post mortem results.  

47. Dr Morris does not admit 3 a., b. and d. He admits 3 c. as a fact but says he did not 
have available to him on 3 December the results of her tests done during her recent 
admission at Wollongong Hospital, including the Protein S result. Usually the doctor 
who orders the test follows up any abnormal result, he states.   

 
48. Dr Morris gives an account of the consultation on 3 December at which he only had 

the preliminary autopsy report. This report did not give a cause of death but did give 
the macroscopic findings. Dr Morris agrees that he did express the view that the 
stillbirth was most likely due to poorly controlled maternal diabetes. He states that he 
offered to see Patient A again but she declined. He cannot recall what he offered for 
counselling but he believes he would have suggested the services of Ms DeWilde. As 
for further follow up care for Patient A, Dr Morris said he offered this but Patient A 
declined saying that she was well. 

 
49. Patient A claims that at the 3 December consultation Dr Morris did not offer a further 

consultation or any counselling services and nor did he speak to her about diabetes 
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control. Patient A states that at this consultation she never said she didn’t want to see 
Dr Morris again or that she wished to end their doctor/patient relationship. 

 
50. In his Report of June 2016 Dr Bland makes the point that stillbirth is a tragic event 

which calls for the specialist obstetrician to provide clinical care to ensure physical 
recovery, an explanation of the events surrounding the delivery, psychological 
support and provision of information about causation. He notes that there is a record 
for the 3 December consultation in Dr Morris’s letter to Dr Robert Kellett (Patient A’s 
GP) of 3 December. In this letter Dr Morris states “that a full post-mortem will be back 
at some point” but that “I have not organized for a follow-up appointment”. Dr Bland 
states that this begs the question - who will provide Patient A with the final result? Dr 
Bland notes a series of standard investigations for the cause of stillbirth were 
performed at Wollongong Hospital and an elevated HbA1C 10.2 was noted. A 
discussion of these results should have formed part of Dr Morris’s 
counselling/debriefing consultation. With the above points in mind Dr Bland’s view, 
expressed in this report, is that the care provided at the 3 December consultation by 
Dr Morris significantly departed from the expected standards. 

 
51. In his report of 12 December 2016 Prof O’Connor notes that Wollongong Hospital 

had already provided social work support for Patient A and also had organised a full 
set of investigations including Protein S levels to cover all possible explanations for 
the stillbirth. In these circumstances, it was Prof O’Connor’s view, that it was 
Wollongong Hospital’s responsibility to see the patient again to explain the results. In 
his view there was no need for Dr Morris to repeat these tests including the test for 
Protein S levels. At the hearing Prof O’Connor said that even if Dr Morris had not 
checked that Wollongong Hospital had done these tests, the tests were routine and 
he could assume that they would be carried out. Professor O’Connor agreed that Dr 
Morris’s letter to the general practitioner, Dr Kellett, after the 3 December 
consultation could have spelt out better the need for further counselling for Patient A. 
But any failure here did not invite his strong criticism and in his view further 
counselling could well just duplicate the services provided by Wollongong Hospital.  

 
52. In December 2016 Dr Bland was given a statement from Dr Morris and report from Dr 

Morris’s peer reviewer Professor O’Connor. In an email response of 28 December 
2016 Dr Bland states – “if Dr Morris did all things he said he did (or usually did) then I 
have no criticism” of him. At the hearing Dr Bland noted that as Dr Morris was looking 
after Patient A he should have had the Wollongong Hospital test results for 
discussion at the 3 December consultation. It was noted that Prof O’Connor held a 
different view about this point, but Dr Bland did not accept that this other view was a 
reasonable view. 

 
53. It is Dr Morris’s evidence that after hearing of the still birth, among other matters, he 

spoke on the phone with Dr Mohuiddin and Dr Kellett and wrote to both. He was 
aware that a social worker from Wollongong Hospital had been involved with Patient 
A. After receiving the preliminary postmortem report and the markedly elevated 
HbA1c result he spoke with an endocrinologist, Dr Ross “to reference his thinking 
regarding the diabetic condition being the cause of the stillbirth and how best to 
approach the counselling I was to provide Patient A.” 

 
54. At the conclusion of the 3 December consultation, on Dr Morris’s account, Patient A 

had made it clear that she no longer wished to continue consulting with him. On 
Patient A’s account of this meeting she was very upset with Dr Morris’s suggestion 
that the preliminary post mortem report indicated that her poor control of her diabetes 
had killed her child. But she states she did not say that she didn’t want to see Dr 
Morris again. Patent A said that the receptionist told her that Dr Morris did not want to 
see her again. 
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55.  To summarise some of the above points, Patient A and her husband say that at the 3 
December consultation Dr Morris did not examine her, or offer a further 6 week 
checkup, or offer social worker support or refer her to her GP for counselling or to a 
grief counsellor. Dr Morris says that at this consultation he was not aware that the 
Wollongong Hospital tests had been done. He offered a further checkup for Patient A 
in 6 weeks and the opportunity to discuss the full autopsy report and he would have 
offered the services of his usual counselor, Ms DeWilde but Patient A made it clear to 
him that she didn’t want to use his services further. 

 
56.  Dr Morris concedes that he could have handled this consultation better. He regrets 

that he was “unable to provide appropriate empathy in what was a difficult setting”. 
As he puts it he “did not … meet their needs on that day”. 

 
57. As can be seen just what happened at the 3 December consultation is contested. 

Reading the statements by Patient A and her husband it is clear that what most 
distressed Patient A was Dr Morris’s claim that the preliminary post mortem report 
established a clear link between the stillbirth and “poorly controlled maternal 
diabetes”. 

 
58. We turn now to consider the four parts to particular 3. 
 
59. (a) Did Dr Morris fail to provide counselling to Patient A or refer Patient A to her 

general practitioner, a professional grief counsellor, a psychologist or social worker 
for counselling? 

 
60. Dr Morris’ letter after the still birth to Dr Kellett of 12 November 2012 makes it clear 

that Dr Morris accepted that it was his job to “review (Patient A) at the appropriate 
time and keep you informed of events as they come to hand”. The Discharge 
Summary from Wollongong Hospital states that “the mother follow-up” will be with her 
specialist private obstetrician.  

 
61. We think it unlikely that at the 3 December consultation Dr Morris said that he didn’t 

want to see Patient A again and think it more likely that at the end of this consultation 
Patient A did not want to continue her relationship with Dr Morris. That is why she 
requested her medical records and no further consultation was arranged with Dr 
Morris for a check-up or to discuss the final post mortem report. Clearly, from the 
perspective of Patient A and her husband Dr Morris did not handle the postnatal 
consultation well at all. 

 
62. The only record we have of this consultation is Dr Morris’s letter to Dr Kellett of 3 

December 2012. Here he refers to Patient A’s rejection of the suggestion that (poor) 
diabetes control was a cause for the stillbirth. Dr Morris notes that a full post-mortem 
will be back at some point and that he hasn’t organised a follow-up appointment “but 
would be happy to review her in the future should the need arise”. 

 
63. Dr Morris sates that in his discussions with Wollongong Hospital he was told that a 

social worker was involved and he assumed that Wollongong Hospital would arrange 
ongoing emotional support and review, although he did not make inquiries to check 
this. Nonetheless it was his aim at the 3 December consultation to refer Patient A to a 
social worker experienced in perinatal death such as Ms DeWilde, or possibly 
someone closer to where Patient A lived. This was his usual practice in these 
circumstances. We accept this evidence and in these circumstances understand why 
Dr Morris himself could not arrange for counselling services or refer her himself to 
counselling services.  

 
64. However, he was Patient’s A’s specialist consultant. And the upshot of the 3 

December consultation was that Patient A was left in a vulnerable position. There 
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was no framework in place to deal with her counselling. In these circumstances we 
consider that in his letter to Dr Kellett he should have made it clear that the 
consultation of 3 December had not gone well and that Patient A should be offered 
specialist counselling services. He did not do this and in this sense (as the particular 
reads) failed to refer Patient A to her general practitioner for counselling. It follows 
that we reject Professor O’Connor’s view on this point that Dr Morris could assume 
that the general practitioner will do this, or that the offer of counselling here would 
only be duplicating the services of Wollongong Hospital. To this extent particular 3 (a) 
is made out. 

 

65. (b) Did Dr Morris fail to discuss and explain Patient A’s recent test results other than 
the elevated HbA1C results? 

 
66. Dr Morris’s answer to this is that at the 3 December consultation he did not have any 

information about these tests - “he was not aware that these pathology tests had 
been performed”. The evidence is that these standard investigations are routinely 
done after a stillbirth. These results were available and Dr Morris should have 
followed up with Wollongong Hospital for a copy of these results so that he had them 
to hand at the 3 December meeting. The postnatal meeting was to canvass, among 
other matters, Patient A’s health. With this in mind, these results “should have been 
part of the counselling/debriefing by Dr Morris”; as Dr Bland says in his second 
report. In this sense Dr Morris failed to “discuss and explain Patient A’s recent test 
results” To this extent particular 3 (b) is made out. 

 
67. (c) Did Dr Morris fail to arrange for Patient A to repeat tests such as for Protein S 

deficiency concerning her recent pregnancy and for future pregnancies? 
 
68. Here we accept that if Dr Morris did not know that these tests had been done he 

cannot be said to have failed to repeat the tests. The failure was in not obtaining 
these test results for discussion at the 3 December consultation, as we have 
discussed above in part (b).  
 

69. (d) Did Dr Morris fail to arrange or notify Patient A of the utility of a further 
consultation to discuss, amongst other things, the full post mortem results?  

 
70. We have accepted Dr Morris’s evidence that the doctor/patient relationship ended 

after the 3 December consultation. It is Patient A’s evidence that she was very 
unhappy with how Dr Morris had explained the provisional post mortem report and 
she and her husband arranged a meeting with Dr Kellett who went through the report 
with them in detail. Patient A then arranged for the full post mortem report to be sent 
only to Dr Kellett.  

 
71. In these circumstances Dr Morris cannot be faulted for not going through the full post 

mortem results with Patient A. However, he did not put in place, or try to put in place, 
arrangements where someone else would be explaining this to Patient A. Dr Morris 
wrote to Dr Kellett that a full post mortem report will be back at some point but that he 
has not organised a follow up appointment to discuss this. As Dr Bland says in his 
second report – this begs the question, who will provide Patient A with the final 
results? In our view Dr Morris can be said to have failed to arrange or notify Patient A 
of the utility of a further consultation to discuss the full post mortem results. 

 

72. In sum with regard to particular 3, we have found that parts (a), (b) and (d) are made 
out as facts. Further, that these failures were a breach of the expected standards as 
we understand them. However we do not consider these to be failures to a significant 
departure from the expected standards and thus not amounting to unsatisfactory 
professional standards. 
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73. We say this in part because the evidence before us was left equivocal on this point. 

Prof O’Connor was of the view that Dr Morris was not required to do the matters 
claimed in particular 3. As for Dr Bland, he did initially regard the matters alleged in 
particular 3 to be significant breaches from the expected standards. And the terms of 
particular 3 was based upon this view expressed in his second report. However, after 
reading Dr Morris’s extensive statement of 22 November 2016 and Prof O’Connor’s 
report of 12 December 2016 Dr Bland apparently changed his mind. His email 
response of 28 December 2016 states, with regard to matters other than record 
keeping, “in my report of August 2015 I was critical of the thoroughness of care and 
failure to involve allied health in the care of Patient A; if Dr Morris did all the things he 
did (or usually did) then I have no criticism - his care is precisely what would be 
expected. I (would) have no criticism.”  

 
74. At the hearing Dr Bland was not asked to reconsider and possibly change this view. 

In cross examination he did make it clear that faced with the circumstances before Dr 
Morris on 3 December 2013 he would have obtained the blood tests from 
Wollongong Hospital and he would have repeated the test for Protein S deficiency 
and he did not accept Prof O’Connor’s views to the contrary as just another 
reasonable view. However taking his evidence as a whole we cannot say that he 
considered the failures set out in parts (a), (b) and (d) of particular 3 to be significant 
departures for the expected standards.  

 
75. True the Committee is entitled to bring its own knowledge to these things. But after 

considering these breaches in the context of the case as a whole and the evidence of 
the peer reviewers it is our view that parts (a), (b) and (d), while breaches from the 
expected standards, are not significant breaches and thus do not amount to 
unsatisfactory professional conduct. 

 

76. Particular 4 reads: During his consultations with Patient A as set out in annexure A, 
the practitioner failed to retain or keep a copy of Patient A’s antenatal card for his 
antenatal consultations with Patient A prior to 31 July 2012.  

 
77. Dr Morris admits this allegation. His records are incomplete he says because of a 

documented “administrative/electronic issue”.  But he has retained a record of the 28 
May and 3 July consultations in as much as he has a copy of the front sheet of 
Patient A’s records and there are references to these consultations in his letters to Dr 
Kellett. He did not keep a copy of the first antenatal card as it was not presented at 
the 20th week.  

 
78. We find this particular made out. Dr Morris did not retain a copy of the first antenatal 

card. While this is a breach of the expected standards we do not consider this to be a 
significant breach of these standards. 

 

PARTICULARS OF COMPLAINT TWO 
79. Complaint Two alleges that Dr Morris is guilty of unsatisfactory professional conduct 

under section 139B(1)(b) of the National Law in that the practitioner has: 
(i) contravened (whether by act or omission) Part 4 clause 7 and Schedule 2 
of the Health Practitioner Regulation (New South Wales) Regulation 2010 (the 
Regulation); 
 
(ii) contravened Part 4 clause 10 of the Regulation.   
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80. Part 4 clause 7 of the Regulation requires a medical practitioner to make and keep a 
record for each patient. Schedule 2 of the Regulation sets out what information is to 
be included in a record and the form of the record. Part 4 clause 10 of the Regulation 
requires that this record must be kept for 7 years from the date of the last entry. 

 

81. Particular 1 reads: The practitioner failed to maintain a decipherable record of 
Patient A’s blood pressure at his consultations on and up to 31 July 2012, contrary to 
schedule 2, clause 2(2) of the Regulation. 

 

82. Dr Morris admits this allegation. He adds that the BP was recorded in a way that was 
legible to him and another practitioner would infer that the BP was in the normal 
range because of the lack of activity on his part. At the hearing it proved very difficult 
if not impossible to read these recordings. This particular is made out. 

 

83. Particular 2 reads: The practitioner failed to document the following at his 
consultations with Patient A, contrary to schedule 2, clauses 1(2), 2(1) and 2(2) of the 
Regulation: 

 
a. Patient A’s weight at any consultation other than 28 May 2012, 3 July 2012 

and 31 July 2012;  

b. Patient A’s blood pressure on 28 August 2012.  

84. This is not admitted by Dr Morris. He claims he documented her weight at the initial 
consultation and explains why he departed from his usual practice with Patient A. He 
claims that Patient A’s BP was taken and recorded at every consultation. 

 
85. Both Dr Bland and Prof O’Connor are of the view that it was not necessary to record 

Patient A’s weight. This was no longer routine antenatal care. We agree with this 
view. In addition, with regard to weight Patient A was being treated by an 
endocrinologist who did record her weight. 

 
86. As discussed above (paragraphs 27 and 33) we do not think that the absence of a 

record of blood pressure measurement on the 28 August record shows that no BP 
measurements were taken at that consultation. And we accept Dr Morris’s evidence 
that he did document this in records now destroyed. Particular 2 is not made out. 

 
87. Particular 3 reads: The practitioner failed to make and keep a record, or ensure that 

a record is made and kept, of his consultations with Patient A on the dates listed in 
annexure A, after 28 August 2012, contrary to: 

 
a. schedule 2, clauses 1(2), 1(3), 1(5), 2(1), 2(2), and 3 of the Regulation. 

88. Dr Morris states that he did make a record for these consultations but concedes that 
his electronic records are incomplete due to an “administrative/electronic issue”. 
These records were all destroyed except for the reference to the 3 December 
consultation in his letter of that date to Dr Kellett. 

 
89. As a fact Dr Morris failed to ensure that these records were kept as required. And the 

reason for this was more than the “electronic issue” of the power failure in November 
2013 which affected the ultrasound hard drive. The system he had in place for 
scanning had serious deficiencies - the patient’s covering folder and thermal 
ultrasound prints were not scanned and the administrative system for copying patient 
records broke down when documents were given or sent to Patient A after 3 
December. This particular is made out. 
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90. Particular 4 reads: At the time of or shortly after the dates listed in Annexure A, the 
practitioner failed to retain the original or keep a back-up copy of Patient A’s 
complete medical record, including the ultrasound growth charts and all of Patient A’s 
antenatal cards, contrary to clause 10 of the Regulation. 

 
91.  Dr Morris admits this allegation. For the reasons we set out in paragraphs 88 and 89 

we find this particular proven. 
 
Summary of our findings 
 
92. We find not proven particulars 1, 2 and 3 (c) of Complaint One and particular 2 of 

Complaint Two. 
 
93.  We find the following particulars of Complaint One proven but not amounting to 

unsatisfactory professional conduct within the meaning of section 139B(1)(a) of the 
National Law (NSW) – 3 (a), (b) and (d) and 4. 

 
94. We find particulars 1, 3 and 4 of Complaint Two proven and that this amounts to 

unsatisfactory professional conduct within the meaning of section 139B(1)(b) of the 
National Law (NSW). 

 
THE APPROPRIATE ORDERS 
 
95.  With regard to the appropriate orders in this matter, the Committee notes its 

jurisdiction in these disciplinary proceedings is both to protect the public, and to 
assist in maintaining the appropriate ethical and clinical standards of the profession. 
With the object of protecting the public in mind we must take account both of the 
likelihood of Dr Morris repeating the professional conduct we have found to be 
unsatisfactory in these proceedings, and also the need to deter others from falling 
short of the expected standards. It is not our role to punish Dr Morris. 

 
96. We must now consider the relevant protective orders to be made. The Committee 

notes that the powers available to it in this regard are set out in s146(B) of the 
National Law. A Committee may do one or more of the following: 

 
a) caution or reprimand the practitioner; 

 
b) direct that the conditions, relating to the practitioner’s practising of the 

practitioner’s profession, it considers appropriate be imposed on the 
practitioner’s registration; 
 

c) order that the practitioner seek and undergo medical or psychiatric treatment 
or counselling; 
 

d) order that the practitioner complete an educational course specified by the 
Committee; 
 

e) order that the practitioner report on the practitioner’s practice at the times, in 
the way and to the persons specified by the Committee; 
 

f) order that the practitioner seek and take advice, in relation to the 
management of the practitioner’s practice, from the persons specified by the 
Committee 

 
97. In its submission the Commission proposed as appropriate orders a reprimand and 

the requirement of an audit of Dr Morris’s medical records. The respondent’s 
submission was that no order was warranted based on Complaint One and that while 
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Complaint Two is made out, bearing in mind the circumstances of these regulatory 
breaches and the steps Dr Morris has taken to rectify these failings, all that should be 
ordered is a caution. 

 
98. We have read and taken account of the references supplied by Dr Morris, as well as 

the material before us on the changes Dr Morris has made to his practice since the 
events of the Complaint. Our findings with regard to unsatisfactory professional 
conduct relate only to record keeping. In these circumstances we consider a caution 
rather than a reprimand is appropriate.  

 
99. Dr Morris outlined in his evidence the steps he has taken to improve his medical 

records. He has made use of the services of his insurer, Avant. Avant employees 
have come to his medical practice on three occasions over a number of months and 
given him advice as to how to organise better his medical records. Dr Morris said that 
on the last occasion they gave him “a positive report”. Their last check he said was in 
July 2016. Partly as a result of these discussions with Avant Dr Morris states that he 
has changed his practice with regard to record keeping. He no longer relies on the 
patient held antenatal card as the primary record but now uses the computer 
software (Genie) into which entries are made at each consultation.  

 
100. Basically there are now three sources of medical notes for each patient – notes 

entered on to his software Genie, the yellow antenatal card held by the patient and 
his patient file which holds a copy of the antenatal card made at 20 weeks and 36 
weeks, as well as a pink antenatal history sheet and documents such as pathology 
results, copy ultrasounds and referral letters. Results at each consultation are 
documented in both Genie and on the antenatal card. A full history of events and 
findings is documented on Genie and on the antenatal card held by the patient, as 
well as on the photocopied antenatal card. All patient files are eventually sent to an 
external facility for scanning and they are uploaded to his internal server where they 
are stored permanently. 

 
101. It was Dr Morris’s submission that whatever would be achieved by ordering an audit 

has been achieved by his consulting his insurer. We do not agree with this. We do 
not doubt that Dr Morris has taken steps to rectify the deficiencies in his record 
making and record keeping. But these proceedings have brought to light significant 
failings with regard to his medical records and the Council cannot rely on assurances 
or checks by Avant that these failings are now remedied. The Council needs to check 
this for itself. Accordingly, we consider it appropriate to order an audit which pays 
particular attention to the matters raised by this case – legibility, recording of blood 
pressure, retention of copies of antenatal cards, documentation of actions after 
stillbirths or other unfortunate outcomes and the backup and storage for each 
patient’s complete medical records.  

 
 
DETERMINATION 

 
102. The Committee finds the following particulars of Complaint One proven but not 

amounting to unsatisfactory professional conduct within the meaning of section 
139B(1)(a) of the National Law (NSW) – particulars 3 (a), (b) and (d) and 4. 

 
103. The Committee finds the following particulars of Complaint Two proven and 

amounting to unsatisfactory professional conduct within the meaning of section 
139B(1)(b) of the National Law (NSW) - 1, 3 and 4. 
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ORDERS  
 
104. The practitioner is cautioned. 
 
105. The following practice conditions are imposed on the practitioner: 

 
1. To submit to an audit of his medical practice, by a random selection of his 

medical records by a person or persons nominated by the Medical Council of 
NSW and: 

 (a) The audit is to be held within 6 months from 24 February 2017 and 
subsequently as required by the Council. 

 (b) The auditor(s) is to assess his compliance with good  medical 
 record keeping standards and legislative requirements.  

            The auditor(s) should pay particular attention to:  
     legibility,  

recording of blood pressure,  
retention of copies of antenatal cards,  
documentation of actions after stillbirths or other unfortunate 
outcomes, and  
the backup and storage for each patient’s complete medical 
records.  

 (c) To authorise the auditor(s) to provide the Council with a report  on 
their findings. 

 (d) To meet all costs associated with the audit(s) and any subsequent 
reports. 

 
PUBLICATION OF DECISION 
 
106.  Pursuant to section 171E(1) of the National Law the Committee provides a copy of 

this written statement of decision to the Dr Morris, the Health Care Complaints 
Commission and the Medical Council of NSW. 

 
107.  Pursuant to section 171E(3) of the National Law the Committee provides a copy of 

this written statement of decision to  Patient A and her husband. 

NON-PUBLICATION DIRECTION 
 
108.  At the Directions Hearing on  13 December 2016 non-publication orders were sought 

and made by the Chairperson with regard to the name and address of Patient A and 
Patient A’s husband. 

 
109.  The Chairperson has continued this non-publication direction regarding the name and 

address of Patient A and Patient A’s husband (by way of Schedule 5D, clause 7 of 
the National Law (NSW)) and any information which might identify them in these 
proceedings is not to be published by any person. 

 
110.  This direction does not operate to exclude any provision of the National Law  

and does not preclude the Medical Council from undertaking its statutory functions. 
 

111.  Publication may include communicating either in writing or verbally to any person. 
 
APPEAL  
 
112. An appeal to the Occupational Division of the NSW Civil and Administrative Tribunal 

on a point of law is to be made within 28 days of handing down of the decision. 
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113 Dr Morris also has the right to seek a review by the Medical Council of NSW of the 

Committee’s Order to impose Conditions. The Medical Council is the appropriate 
review body for the purposes of Part 8, Division 8 of the Health Practitioner 
Regulation National Law (NSW). 
 

114. Sections 125 to 127 of the National Law are to apply whilst the practitioner’s principal 
place of practice is anywhere in Australia other than in New South Wales, so that a 
review of these conditions can be conducted by the Medical Board of Australia. 

 
 
 

 
_______________________ 
Dr Arthur Glass (PhD) 
Chairperson 
 
__24 February 2017_ 
Date 
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Attachment 
 

 
COMPLAINT 

HEALTH PRACTITIONER REGULATION NATIONAL LAW (NSW) 
 
 

Executive Officer 

Medical Council of NSW 

Punt Road 

GLADESVILLE   NSW   2111 
 
 
The Health Care Complaints Commission of Level 13, 323 Castlereagh Street, Sydney, 

NSW, having consulted with the Medical Council of New South Wales in accordance with 

sections 39(2) and 90B(3) of the Health Care Complaints Act 1993 and section 145A of the 

Health Practitioner Regulation National Law (NSW) (‘the National Law’); 

 
HEREBY COMPLAINS THAT 
 
Dr Stephen Paul Morris of Level 9 135 Macquarie Street SYDNEY NSW 2000, being a 

medical practitioner registered under the National Law (“the practitioner”),  
 

COMPLAINT ONE 
 

Is guilty of unsatisfactory professional conduct under section 139B(1)(a) of the National Law 

in that the practitioner has: 

 

(i) engaged in conduct that demonstrates the knowledge, skill or judgment 

possessed, or care exercised, by the practitioner in the practice of medicine is 

significantly below the standard reasonably expected of a practitioner of an 

equivalent level of training or experience. 

 

BACKGROUND TO COMPLAINT ONE 
 
The practitioner obtained his MBBS in 1989.  In 2000 he attained Fellowship of the Royal 

Australian and New Zealand College of Obstetricians and Gynaecologists.   In 2002 the 

practitioner commenced private practice in obstetrics and gynaecology at the ‘Sydney 

Mother & Baby’ clinic (the clinic). 
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Patient A consulted the practitioner for her fourth pregnancy from 28 May 2012 to 

23 December 2012.  Patient A’s child was delivered stillborn on 11 November 2012. 

 
PARTICULARS OF COMPLAINT ONE 

 

1. Patient A consulted the practitioner at the clinic on the dates listed in annexure A.  In 

circumstances where the practitioner was aware of Patient A’s high risk pregnancy 

status, the practitioner failed to assess or obtain Patient A’s blood pressure after 31 July 

2012. 

 

2. In circumstances where the practitioner was aware that Patient A’s pregnancy was 

high risk and where Patient A had complained to the practitioner on 5 November 2012 of 

reduced foetal movements, on 5 November 2012 the practitioner failed to: 

 

a. offer Patient A cardiotocography (CTG) monitoring; 

b. explain to Patient A the benefit of CTG monitoring;  

c. undertake CTG monitoring on Patient A, and instead relied on 

ultrasound monitoring. 

 
3. At the consultation with Patient A on 3 December 2012 after learning of the death 

of Patient A’s baby in utero, the practitioner failed to: 

 

a. provide counselling to Patient A or refer Patient A to her general 

practitioner, a professional grief counsellor, a psychologist or social 

worker for counselling; 

b. discuss and explain Patient A’s recent test results other than the 

elevated HbA1C results; 

c. arrange for Patient A to repeat tests such as for Protein S deficiency 

concerning her recent pregnancy and for future pregnancies;  

d. arrange or notify Patient A of the utility of a further consultation to 

discuss, amongst other things, the full post mortem results.  

 

4. During his consultations with Patient A as set out in annexure A, the practitioner 

failed to retain or keep a copy of Patient A’s antenatal card for his antenatal 

consultations with Patient A prior to 31 July 2012.  
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COMPLAINT TWO 

 
Is guilty of unsatisfactory professional conduct under section 139B(1)(b) of the National Law 

in that the practitioner has: 

 

(i) contravened (whether by act or omission) Part 4 clause 7 and Schedule 2 of the 

Health Practitioner Regulation (New South Wales) Regulation 2010 (the 
Regulation);  

(ii) contravened Part 4 clause 10 of the Regulation.   

 

BACKGROUND TO COMPLAINT TWO 
 
As for Complaint One. 

 

PARTICULARS OF COMPLAINT TWO 
 

1. The practitioner failed to maintain a decipherable record of Patient A’s blood 

pressure at his consultations on and up to 31 July 2012, contrary to schedule 2, 

clause 2(2) of the Regulation. 

 

2. The practitioner failed to document the following at his consultations with Patient A, 

contrary to schedule 2, clauses 1(2), 2(1) and 2(2) of the Regulation: 

 

a. Patient A’s weight at any consultation other than 28 May 2012, 3 

July 2012 and 31 July 2012;  

b. Patient A’s blood pressure on 28 August 2012.  

 

3. The practitioner failed to make and keep a record, or ensure that a record is made 

and kept, of his consultations with Patient A on the dates listed in annexure A, after 

28 August 2012, contrary to: 

 

a. schedule 2, clauses 1(2), 1(3), 1(5), 2(1), 2(2), and 3 of the 

Regulation. 

 
 

4. At the time of or shortly after the dates listed in Annexure A, the practitioner failed 

to retain the original or keep a back-up copy of Patient A’s complete medical record, 
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including the ultrasound growth charts and all of Patient A’s antenatal cards, contrary 

to clause 10 of the Regulation. 

 

 

 

Dated..28 June......................................2016 
 
 
 
 

__________________________________ 
Sarah Connors 

Acting Director of Proceedings 
Health Care Complaints Commission 

 
 


	4. Dr Peter Bland, peer reviewer, provided a report about these matters to the HCCC in August 2015 and a supplementary report in June 2016. The Complaint is based upon these reports.
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