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Mr David Landa carried out a review of the process. In his Report dated 10
January 2005 Mr Landa identified the following failures to observe the

required process:
. the failure to refer the matter to a Contact Person;

® the failure to supply the Towards Healing document to the

Complainant until far too late;

. the failure to manage the processing of the complaint evidenced by the

delay and elapse of 25 months to complete the process.
In relation to the first two failures Mr Landa made the following conclusions:

“These two failures show a breach of process and contributed to the
Complainant’s confusion and probably to his mistrust of the
proceedings.”

“The result of these simple failures was a departure from the structured
process and resulted in damage to the process and possibly the
outcome.”

In relation to the Facilitation Mr Landa found that the facilitation process was
appropriate and there was no breakdown of process on the issue of “financial
gesture”. The delay in this part of the process appeared to have resulted from

factors attributed to all parties, including the Complainant.

Mr Landa concluded that the issue of the Accused’s lucidity was poorly
managed. The solution of a professional assessment to the contest about the
Accused’s lucidity should have been implemented almost at the outset. This
failure, coupled with the lack of a Contact Person, with whom the issue would

have been better addressed, compounded the Complainant’s distrust.

Mr Landa recommended that a workable “case management” be considered to
ensure that the Church authority applies reasonable periods for each aspect of
its process. In support of this recommendation Mr Landa made the following

comments:
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“Although the document does not lay down strict time guidelines, it is
clear that timeliness is an important factor in successfully processing
complaints. Delay that is avoidable is also contrary to the principles of
dealing with the victim as espoused in part one of Towards Healing. It
appeared in this case that the Complainant might have contributed to
some of the delay; however, the Church Authority has the carriage of
the process, and has the obligation to investigate a complaint in the
very best way possible. By demonstrating professionalism, the Church
Authority will be seen to be open, accountable and transparent.”

16. Mr Landa considered whether the outcome ought to be called into question.
He could not determine whether the failures of process caused the failure of
the Facilitation on the issue of the financial gesture. He regarded these
failures as having been contributing factors, “creating in the Complainant a
mistrust of the process.” In view of the indication of the Complainant that he

was seeking a resolution of the issues at law, Mr Landa found:

“... no constructive virtue in questioning the outcome other than in the
context of the failures of process outlined.”

The Role of the National Review Panel

17.  The National Review Panel is required to consider the Reviewer’s report and
make such recommendation as it sees fit to the Church authority in relation to

the complaint {(cl. 43.8).
Consideration of the Reviewer’s Report

18.  We consider that Mr Landa was justified in his findings as to the failure to
observe the required processes under Towards Healing. Fundamental to the
processes under Towards Healing are justice and compassion for victims, and
transparency and expedition in the required processes. There was a manifest
absence of transparency through the failure to refer the matter to a Contact
Person and the consequent absence of an explanation to the Complainant of
the processes for addressing the complaint. There was also an absence of
justice for the Complainant through the extensive delays in undertaking the

required processes.

19.  We also consider that Mr Landa was justified in finding that the issue of the

Accused’s lucidity was poorly managed. A medical assessment of the
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Accused should have occurred once it became clear that his mental state was
impaired, which, in this case should have been readily apparent shortly after

the receipt of the complaint.

20. The Complainant has not withdrawn his request for a review of process.
Accordingly, it was necessary for the review to consider whether the outcome
was vitiated by the failures of process. We consider that Mr Landa was
justified in finding that the earlier failures of processes created in the
Complainant a mistrust of the process of the Faciliation. In these
circumstances we cannot be confident that the Faciliation, while having had an

appropriate process, was not vitiated by the earlier failures of process.

21.  We agree with the recommendation of Mr Landa that the complaint should
have been case managed. Case management would have helped to ensure that

there were no unreasonable delays in the implementation of the processes.

Recommendations

22. We make the following recommendations to the Church authority in relation

to the complaint:

(a) that the representative of the Church authority with responsibility for
handling the complaint should apologise to the Complainant for its

delay in the implementation of the process;

(b)  that the Church authority should indicate its willingness, and invite the
Complainant, to participate in a Facilitation with a facilitator other than
Mr Brazil. In participating in the Facilitation the Church authority
should take steps, including seeking any further information necessary,

to understand the needs of the Complainant.

23.  As responsibility for the failures of process was not limited to the Church

authority, we make the following recommendations to the DPS:

(a) that the DPS should apologise to the Complainant for his delay in the
implementation of the process and failure to refer the matter to a

Contact Person;
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(b) that the DPS should inst’uéute a system of professionally supervised
case management of complaints under which the implementation of the
process is reviewed on a regular basis, and steps are taken to remedy

avoidable delays;

(c) that where the Church authority contends that the accused is unable to
take part in the process because of a physical or intellectual incapacity,
a prompt medical examination of the accused by an independent

medical practitioner should be organised by the DPS.
24.  In the Introduction of Towards Healing it is stated:

“... this document establishes public criteria according to which the
community may judge the resolve of Church leaders to address issues
of abuse within the Church. If we do not follow the principles and
procedures of this document, we will have failed according to our own
criteria.”
The effectiveness of Towards Healing as a response to complaints of abuse
will depend upon the extent to which members of the public, and particularly
victims, have confidence that its principles and procedures are followed.
Essential for the development of this public confidence is accountability of the
Church for its actions in implementing Towards Healing. We make the
following recommendations as to the institution of a system of accountability

in the implementation of Towards Healing:

(a)  that the NCPS assist each DPS to develop appropriate mechanisms to
audit adherence to the policies and procedures of Towards Healing in

responding to complaints of abuse against personnel of the Church;

(b)  that the NCPS produce an annual public report of the progress made in
implementing the policies and procedures of Towards Healing. The
report should record any failures of process found, and

recommendations made, by the National Review Panel.

10 March 2005
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