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 1020  The CHAIRPERSON:  Welcome to the meeting, Health folk. The Legislative Council 
has given authority for this committee to hold public meetings. A transcript of your evidence today 
will be forwarded to you for examination for any clerical corrections. Should you wish at any time to 
present confidential evidence to the committee, please indicate and the committee will consider your 
request. Parliamentary privilege is accorded to all evidence presented to a select committee. 
However, witnesses should be aware that that privilege does not extend to statements made outside 
of this meeting. All persons, including members of the media, are reminded that the same rules apply 
to this committee as in the reporting of parliament. I might invite you, Dr McGowan, to introduce 
yourself and those officers you have with you today. 

  Dr McGOWAN:  Sure; Don Frater is to my right, your left. Don is the Deputy Chief 
Executive and Lyn Dean is the Acting Deputy Chief Executive. Associate Professor John Brayley is 
the Chief Psychiatrist. We also have Jamin Woolcock with us, who is our Chief Finance Officer, and 
Skye Jacobi, who is the Executive Director, Policy and Governance. 

 1021  The CHAIRPERSON:  Thank you. I might introduce our committee members. To my 
right are the Hon. Terry Stephens, the Hon. Dennis Hood and the Hon. John Darley. To my left are 
the Hon. Clare Scriven, the Hon. Justin Hanson and the Hon. Frank Pangallo. We will go through 
and ask a whole bunch of questions. There are seven members of the committee, all very interested 
in SA Health and how your department operates. We might move through reasonably quickly and 
ask questions in a reasonably quick sequence. If, in giving your information, whoever has asked the 
question is satisfied, I might at some stage just jump in and let you know you have answered us 
satisfactorily. So I am not being deliberately rude but just trying to move it along so that everyone 
gets as full a chance as possible. 

  Dr McGOWAN:  Okay. 

 1022  The CHAIRPERSON:  Dr McGowan, when did you take over as chief executive? 

  Dr McGOWAN:  On 7 May. Do you mind if I start by making some opening comments 
myself? 

 1023  The CHAIRPERSON:  Sure. 

  Dr McGOWAN:  Thanks for inviting us here. It's good to be here and that you are all 
interested in health; I think the whole population is. I just want to make a few comments and then we 
can move into the questions, if you're happy with that, Chair. As the new chief executive, I'm provided 
with the opportunity to take stock of our current position and to set a new vision for health in South 
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Australia. The vision involves a commitment to review and learn from our past and to invest in 
innovation that will improve the health and wellbeing for South Australians. 

  Our health system is centred and committed on the delivery of high-quality health 
care to those in need, either in hospital, the community or the home environment—and I will talk 
more about that through the morning, I'm sure. It's a large and complex portfolio. This is the beginning 
of, I think, my 11th week, and I'm surprised at how large it was even though I was fully expecting it to 
be large and complicated. It has an over $6 billion budget and over 30,000 full-time equivalent staff. 
It's delivered in services across a geographic area covering metro, Adelaide, country and serving 
various populations. 

  In May, reporting to the Department of Treasury and Finance, Health projected an 
unaudited, unfavourable net operating balance of $70 million—it is $70 million over budget—for the 
2017-18 financial year. The projected 2017-18 unfavourable end of year position is primarily 
attributable to a lack of progress across the LHN—local health networks—in delivering savings 
achievements. As at the 2017-18 Mid-Year Budget Review, the growth in the savings target for 
SA Health from 2018-19 is $141 million; that is, our current projected savings target for the coming 
year, the year we are in, is $141 million. At that Mid-Year Budget Review, the cumulative savings 
over the next years to 2021-22 are $446 million. 

  While SA Health received additional funding for specific initiatives, the underlying 
growth in our health workforce was significant. While it is essential that SA Health is adequately 
resourced, we need to work across the system to ensure our budget and staff are used efficiently 
and effectively. 

  As chief executive, I acknowledge the challenges ahead for SA Health to ensure that 
the health system is sustainable without compromising the provision of high-quality services to the 
community. South Australia continues to experience budget-related pressures consistent with all 
other health entities around Australia and the Western world. However, South Australia's is one of 
the most expensive health systems in Australia. 

  The South Australian health system currently operates well above the national 
efficient price. In high-level terms, the national efficient price is the national average price. It's not 
efficient at all, it's about the average. As a point of reference from a funding and cost management 
perspective, this underpins commonwealth government funding principles. The national efficient 
price provides a pretty robust benchmark for the cost of the South Australian health system and we 
must actively move toward it over time. 

  It is therefore essential for the sustainability of the South Australian health system to 
reduce the gap between our current costs and the so-called national efficient price. It is my priority 
as Chief Executive of SA Health that that represents value to our community. We want to deliver 
high-quality health care commensurate with other states at the same price structure as other states. 

  A vital requirement of our system includes managing demand more effectively 
across our hospital services, including emergency care, elective surgery and outpatient services, all 
of which have seen continued and steady growth over time. A key tenet of the government's agenda 
is to reform South Australia's health governance, especially through the establishment of boards for 
local hospital networks and the devolution of decision-making so that it's closer to the front-line care 
and particularly clinicians. These reforms are to be delivered through a staged approach. 

  The first of these reforms has included the introduction of a bill currently before 
parliament that will provide the legislative basis for boards to be established and in addition an 
expression of interest process has been conducted to appoint the board chairs. A second stage of 
work will commence shortly that will consider a wider range of initiatives and issues of the governance 
framework to support the devolved system and a functional review to consider the devolution of 
functions to the local health networks as appropriate. Engagement with clinicians in the community 
will be important in delivering these reforms. 

  Another priority for us is to improve preventative healthcare measures through 
empowering individuals to make better and more informed choices about their own personal health 
and wellbeing. This will range primarily through a continuum to assist people to remain well and out 
of the health system, and that will be a key theme to many of the issues to do with health that we will 
talk about this morning, I suspect. 
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  In parallel to preventative health measures, SA Health will look at improving mental 
health outcomes for all South Australians. Another key point will be prioritising a focus on data and 
accessibility of data with transparent data architecture. A key to our core business is leadership and 
development of comprehensive leadership programs so that we have leaders for the future coming 
from within our own networks. As we work towards addressing these priorities and challenges, the 
priority is to improve the community's confidence in our ability and capacity to deliver better health 
outcomes for everyone. 

  I will conclude my opening remarks by acknowledging our front-line staff—the 
doctors, the nurses, the midwives and the allied health professionals, along with our administrative 
staff—who are committed to delivering value for our community. 

 1024  The CHAIRPERSON:  Thank you, Dr McGowan. I think in your opening statement 
you mentioned that it was about 11 weeks ago, but do you remember the date you were appointed? 

  Dr McGOWAN: It was 7 May. 

 1025  The CHAIRPERSON:  What was the process for the appointment? How did you 
apply for the position? 

  Dr McGOWAN:  I was interviewed, I believe, with three other candidates. I'm not 
sure of that but I know that there were other candidates interviewed. Essentially, I was approached 
by headhunters to put my hand up the way one normally does for these sorts of positions. 

 1026  The CHAIRPERSON:  Did you have discussions with the Premier before the election 
about taking up the position should the Liberals win? 

  Dr McGOWAN:  No. 

 1027  The CHAIRPERSON:  With the health minister or anyone from the Liberal Party? 

  Dr McGOWAN:  As CEO of Silver Chain, my previous employer, it's common for us 
to put our point of view about how our non-government, not-for-profit service delivers value to the 
community and so it is typical for us to talk to both incumbent and opposition health politicians. 

 1028  The CHAIRPERSON:  So there was no discussion with anyone from the Liberal 
Party prior to the election about— 

  Dr McGOWAN:  No. 

 1029  The CHAIRPERSON:  —the possibility of becoming chief executive? 

  Dr McGOWAN:  We would typically talk to the opposition so, in that context, we were 
talking to Stephen Wade about the Silver Chain offerings. We had a number of meetings—probably 
five or six, I can't recall—but during one of those meetings he asked me would I be interested in the 
position if it became available and I said, absolutely, I would be. I knew that because I applied for it 
at the time when Vickie was appointed. That was the last I knew of it, so I was keen and enthusiastic. 

  Come the election, I didn't know what to expect; I don't know how it works. I don't 
know whether I get a call from the Premier. What I did get was a call from the Office of the 
Commissioner for Public Employment inviting me to an interview. I believe several people were 
interviewed. I am very pleased to have been— 

 1030  The CHAIRPERSON:  So there were discussions prior to the election about you 
taking it up should— 

  Dr McGOWAN:  I was only asked if I was interested in the position. 

 1031  The CHAIRPERSON:  And then you said, yes, you were. 

  Dr McGOWAN:  And I said yes. 

 1032  The CHAIRPERSON:  In terms of what Silver Chain offers, is Silver Chain currently 
in discussions with the new government about providing health services? 

  Dr McGOWAN:  RDNS here in South Australia is Silver Chain. They have just been 
awarded a contract, which was in train before I took the position. There was a tender out for the 
community care program. That was concluded and exercised after I got here, though I didn't change 
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that. There is not a direct conversation with me at the moment about services they want to deliver. 
Any services that they do want to deliver I would be inclined to bat them to one of my juniors, my less 
senior staff, and they would have those conversations. 

 1033  The CHAIRPERSON:  In terms of concluding the contract that was already in 
discussion, did you play any part in that, Dr McGowan? 

  Mr FRATER:  In regard to the contract, Mr Maher, that was a recontracting of the 
RDNS. We have contracted the RDNS for a large number of years now to— 

 1034  The CHAIRPERSON:  That had Silver Chain involvement? 

  Mr FRATER:  RDNS is the local front of Silver Chain. 

 1035  The CHAIRPERSON:  Silver Chain. 

  Dr McGOWAN:  It's a wholly-owned subsidiary. 

 1036  The CHAIRPERSON:  Who signed off on that contract then most recently, the 
renegotiated contract? 

  Mr FRATER:  I believe that might have been Lynne Cowan who made the 
recommendation. 

 1037  The CHAIRPERSON:  It wasn't the chief executive signing off on the contract? 

  Mr FRATER:  It wasn't the chief executive from my memory. 

  Dr McGOWAN:  As I recall, that was very early in my time. The minute came through 
me. I signed it straight through and did not change it. 

 1038  The CHAIRPERSON:  But you signed off on a contract to award services to Silver 
Chain, the company from which you had just come, as the new chief executive? 

  Dr McGOWAN:  Silver Chain, amongst others. As Mr Frater says, it was a 
recontracting of existing work. It actually worked in Silver Chain's, as I recall, disadvantage. Silver 
Chain was one of two providers; it's now on a panel. It's now one of four providers. 

 1039  The CHAIRPERSON:  In the future, do you think you might recuse yourself from any 
discussions and not sign documents or contracts with the company with which you just worked? 

  Dr McGOWAN:  I just want to make the point that there is no pecuniary interest that 
I have with Silver Chain. I worked for it. I no longer work for it. My loyalties— 

 1040  The CHAIRPERSON:  Whether or not there is an actual, you can understand an 
apparent conflict of interest, just having come from a company and then being involved in signing 
documents to award that company work. 

  Dr McGOWAN:  We will take that on notice and we will consider it. 

 1041  The CHAIRPERSON:  Have you yourself attended Liberal Party fundraisers in the 
lead-up to the election? 

  Dr McGOWAN:  Not that I recall. 

 1042  The CHAIRPERSON:  Has your company donated to or attended fundraisers—your 
former company, Silver Chain? 

  Dr McGOWAN:  It's not my company. It's a not-for-profit— 

 1043  The CHAIRPERSON:  The company Silver Chain that you worked for? 

  Dr McGOWAN:  I don't believe so. 

 1044  The CHAIRPERSON:  But you are not sure? 

  Dr McGOWAN:  I would be 99 per cent sure. I can't be across what everybody does 
through the network, but certainly not myself. Certainly, as far as I am aware, no board members 
and so no senior management attended any Liberal Party fundraisers. 
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 1045  The CHAIRPERSON:  In today's Advertiser there's a report that there's a new CEO 
appointed for the Northern Adelaide Local Health Network. 

  Dr McGOWAN:  Correct. 

 1046  The CHAIRPERSON:  What was the process in the lead-up to the appointment I 
think of Mr Ron Pearson to that position? 

  Dr McGOWAN:  We appointed HardyGroup International, which is a well-known 
recruitment firm that deals with most senior executive appointments throughout Australia in the health 
sector. We appointed them. They developed a list of candidates. There were, as I recall, maybe 
30 candidates on that. They were short-listed, using some criteria that they set. We interviewed, I 
think, approximately seven, maybe five, of those candidates. Ron was the superior applicant. 

 1047  The CHAIRPERSON:  Who makes the decision on the appointment of someone like 
Mr Ron Pearson? 

  Dr McGOWAN:  We had a selection panel. 

 1048  The CHAIRPERSON:  At the end of the day who finally makes the decision? 

  Dr McGOWAN:  Myself. 

 1049  The CHAIRPERSON:  What background checks are done on a significant 
appointment like the appointment of Mr Ron Pearson? 

  Dr McGOWAN:  We expect the recruitment firm to do a pretty comprehensive 
background check on all candidates. That's part of what they are paid for. It's in their contract. 

 1050  The CHAIRPERSON:  Do you or the department do anything or do you rely entirely 
on an external service provider to do the background? 

  Dr McGOWAN:  We would rely pretty much entirely on that. Somebody might do a 
google search or something, but it's not mandatory. 

 1051  The CHAIRPERSON:  Has someone done a google search on Mr Ron Pearson? 

  Dr McGOWAN:  Not that I am aware of. 

 1052  The CHAIRPERSON:  Might that be wise to do, a simple google search, as due 
diligence for the department? Are you aware of Mr Pearson's most recent position in New Zealand 
and the controversy associated with that? 

  Dr McGOWAN:  Mr Pearson's most recent position was in Dubbo. 

 1053  The CHAIRPERSON:  Dubbo—but before that? 

  Dr McGOWAN:  Prior to that, I am aware of some of the nuances. If you are talking 
about the reason why he left the last job, I am aware of that. 

 1054  The CHAIRPERSON:  What was the reason he left the last job? 

  Dr McGOWAN:  I am not sure I want to talk publicly about the nuances about 
Mr Pearson's— 

 1055  The CHAIRPERSON:  New Zealand radio have extensively reported it as a result of 
freedom of information applications that they have made, and I think it is described as breaching the 
rules around capital investment approvals being the reason he left. Is that your understanding? 

  Dr McGOWAN:  No, it is not. 

 1056  The CHAIRPERSON:  What is your understanding? 

  Dr McGOWAN:  My understanding is that he had a fundamental values 
disagreement with the chief executive. 

 1057  The CHAIRPERSON:  You are not aware of any breaches of capital investment rules 
at all? 

  Dr McGOWAN:  I am not. 
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 1058  The CHAIRPERSON:  I think on the first page of Google it comes up with this, if one 
googled it. So there was no simple google check done as part of the appointment of the CE of the 
Northern Adelaide Local Health Network about the controversies surrounding—I think I have a quote 
from the New Zealand Prime Minister, Jacinda Ardern, who said, 'We knew it was bad, but we didn't 
know it was that bad,' in relation to the Manukau health county service that Mr Pearson ran and left. 
You have no idea of any of this? 

  Dr McGOWAN:  I am not aware of the capital issues. We did some looking into the 
circumstances around his leaving. As I say, it is routine that we engage consultants who undertake 
background checks such as these—not only these, but of course ensuring the qualifications are 
legitimate and so on. 

 1059  The CHAIRPERSON:  So you are not aware of any of the FOI documents that have 
been surfaced? 

  Dr McGOWAN:  I am not aware these, no. 

 1060  The CHAIRPERSON:  What actions are you and your department going to take now? 

  Dr McGOWAN:  We will reflect on that and I will look into it. 

 1061  The CHAIRPERSON:  Does it concern you that you have employed someone who— 

  Dr McGOWAN:  It concerns me that, if it is the case, and it is borne out to be true—
I don't always hold what is in the media to be absolutely true, but if we look into it and there is merit 
to the assertions, it does concern me, but I will come to a conclusion on that first. 

 1062  The CHAIRPERSON:  You mentioned, in relation to your budget, the savings targets 
that you face. What are your plans to meet those savings targets? What areas are you targeting to 
meet those savings targets? 

  Dr McGOWAN:  There are numerous, obviously. There are significant numbers. The 
key issue in this state is we need to get our hospital services closer to what I describe as, and what 
is commonly called, the national efficient price; that is, the average price. You would think an efficient 
price might be the bottom quartile but, for the purposes of this conversation, what is called the 
national efficient price is the average price of hospital care. We are significantly above that. I think 
we are probably the most expensive state to deliver health care in Australia. I think the Royal 
Adelaide, for example, is about 120 per cent of the national efficient price. 

 1063  The CHAIRPERSON:  I appreciate that, but what are you doing about it? 

  Dr McGOWAN:  We will be moving towards getting our hospitals to work towards the 
national efficient price. To do that, there is a range of things that need to happen. First of all, one of 
the key contributors to high-cost health care is long length of stay. People are in our hospitals longer 
than they have to be. One of our key things we need to do is to get people out of our hospitals faster. 
When I look at South Australia, one of the things that to me stands out very clearly is that we have 
continually, over the last decade or two, contracted our services back to the most acute services, the 
most expensive services. 

  We have people in hospitals today who in any other state would not be there. They 
are in for length of stay that is a lot longer than other states. If we can move those people back to 
just the national average length of stay—every diagnostic group in our hospitals has a designated 
average length of stay and, if we can move back towards that, we will significantly improve the 
functioning of our hospitals. To do that one thing alone—to get our length of stay back to the national 
average—we will probably meet our savings target comfortably. 

 1064  The Hon. J.A. DARLEY:  You mentioned that South Australia has the highest-cost 
health service in Australia. Would it also be because we have more doctors and nurses per capita 
than any other state? 

  Dr McGOWAN:  Are you talking about more doctors and nurses in the hospital 
system or more doctors and nurses generally, because not all doctors and nurses— 

 1065  The Hon. J.A. DARLEY:  Generally. 
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  Dr McGOWAN:  You need to tease this apart. We have more GPs per head of 
population than the rest of the states, but it doesn't affect our budget at all. We have more specialists, 
I understand—I could be corrected—but a lot of those work in the private system. 

  Our issues are the doctors and nurses in our hospital system. Absolutely, they 
contribute to some of the cost, but if we can get our hospitals flowing better, we can get people out 
of our hospitals faster. Less than $30 million of health care goes to people, who would otherwise be 
using our hospital systems, to care for them in the community. The more we invest in that, the shorter 
the length of stays and the more capacity we have in our hospital system, the less doctors and nurses 
are tied up with people who are in hospitals who don't need to be there. 

  I think a great example of improvement in this area was just last week where the 
Riviera Hotel was used to get people out of hospital sooner. In the media I heard, it sounded like 
there was some criticism of it. It is absolutely sensible to have people who are not acutely ill in a hotel 
for $50 a night and not in a hospital where it is costing us $1,500 a night, and have somebody stuck 
in an emergency department looking for that bed. It is a very sensible thing and we haven't done 
anything like enough of it in this state. Our future will certainly be about how we use our fantastic 
hospital system and the incredibly well trained doctors and nurses we have for people who really 
need their care. 

 1066  The CHAIRPERSON:  In relation to actual savings, to get down to the average cost 
we need to spend less in our hospitals and look for other ways to do things so we are spending less 
on hospitals? 

  Dr McGOWAN:  You're asking me? If I have to save $141 million, I have to spend 
less than$141 million. Is that your question? 

 1067  The CHAIRPERSON:  Yes. Necessarily, you are going to have to spend less in 
hospitals then. Is that what you are saying? 

  Dr McGOWAN:  Ipso facto. 

 1068  The CHAIRPERSON:  In relation to an ambulance contract, a new service with 
private company 13SICK providing doctor services has recently been announced. When will that 
begin? When does that start? 

  Mr FRATER:  I believe it's Wednesday. 

 1069  The CHAIRPERSON:  It starts Wednesday. How many patients is that to provide 
for? Is it 750 patients that that will provide for and, if that is correct, how was that number arrived at? 

  Dr McGOWAN:  I will have to come back to you on how the number was arrived at, 
but, as chief executive, I would say the number should be way too small. We measure our health 
system capacity, particularly in this state, by the number of hospitals beds we have. Are there more 
beds? Are there fewer beds? It would be like a bank measuring its capacity by the number of bank 
branches it has. In fact, in a bank situation, people want to be able to do their financial transactions. 
They want to borrow money, trade money and transact money. They don't want to go to a bank 
branch to do that. They would be lining up for cash at 4 o'clock in the afternoon. 

  Our health system capacity is about people who are ill wanting to get good quality 
care where it's efficient, convenient and at low cost to the community as a whole. That is not always 
a hospital bed. We have, I would suspect, 30 per cent, possibly 40 per cent, of people in our acute 
hospitals today who do not need to be there. They are in places that are costing this community—
South Australia—$1,500 a day when they could be getting care at home or in their nursing homes. 

  When an ambulance can visit, somebody clearly needs care. The ambulance can't 
just walk out and leave them there, so they have to pick them up. They have to carry them there and 
get in the queue at the Royal Adelaide, or wherever. Delivering better services to people who get the 
care they need at the right level of intensity they need is a totally sensible way of— 

 1070  The CHAIRPERSON:  I'm not sure everyone would agree with the branches of a 
bank analogy. I think a lot of people like the availability of bank branches and the services they 
provide. If that analogy is that you close bank branches down, then you will close easy access for 
people to physically get services. I think that would be a bit worrying for people. 
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  Dr McGOWAN:  You're absolutely correct, but if I can just take your analogy further, 
you don't want to go to the bank branch when you don't need to, but when you do need to go there, 
you want it to be there for you. If it has a whole lot of people in there with great lines doing transaction 
services, you will get to the bank branch when you need it and you will line up for four or five hours 
before you get your care and that is exactly my point. 

 1071  The CHAIRPERSON:  So this 13SICK doctor service will replace ambulance 
services because, as you say, we are looking for the lowest cost way to do things. So, in some cases, 
instead of an ambulance rocking up, it will be this call centre doctor? 

  Ms DEAN:  The ambulance service have senior paramedics who will be triaging the 
calls. They have done quite a bit of analysis of the types of presentations that they take calls on that 
could be managed by another provider, rather than taking them to an emergency department. They 
have been working with the GP service to ensure that they will be able to provide services to 
appropriate people. 

  We started to do a little bit of this work last winter when we realised that not every 
ambulance could go to the hospital. It was clogging up the system and so therefore there were lots 
of patients that present to the emergency department who could be treated by a nurse or a doctor in 
the community. They are simply targeting those individuals who today will be able to receive that 
care quite safely. 

 1072  The CHAIRPERSON:  So if it's a doctor going out to see someone, will it be free for 
patients? Will they be bulk-billed? Will they receive nothing? Will they receive an ambulance call-out 
bill? How will it work? 

  Ms DEAN:  They won't receive an ambulance call-out bill, because an ambulance 
won't be going there. The National Home Doctor Service is a well-established practice throughout 
Australia. South Australia has had the National Home Doctor Service for many years and the 13SICK 
number is routinely known by many in the community. Basically, they will triage the call, make contact 
with the patient and the National Home Doctor Service will be there within three hours. 

 1073  The CHAIRPERSON:  If someone rings up for an ambulance, they are triaged and 
someone thinks it's more appropriate for a GP to go out and see them, will the person making the 
call get any say and be able to say, 'No, I think I want and need an ambulance,' or will the patient not 
get that choice? 

  Ms DEAN:  Absolutely. If the patient says they absolutely need the ambulance— 

 1074  The CHAIRPERSON:  So it is a guarantee that if the patient said, 'No, I want an 
ambulance,' then they would get an ambulance and wouldn't have a doctor come out; is that correct? 

  Ms DEAN:  Yes. If the family say, 'I really want the ambulance,' then they will send 
the ambulance. 

 1075  The CHAIRPERSON:  In relation to Modbury Hospital, you would be aware—and I 
am sure you have considered this before coming to this committee—of the issue of a stand-alone 
high-dependency unit in the absence of an intensive care unit at Modbury Hospital. I know the health 
minister has told parliament that his department—your department—has advised that appropriate 
levels of clinical safety may not be achieved with the establishment of a stand-alone high dependency 
unit.  

  I think the minister said that initial advice came in the way of an incoming government 
brief. Either in that initial advice or subsequent advice, what are the specifics that have been advised 
to the health minister of why appropriate levels of clinical safety may not be achieved by a stand-
alone high dependency unit? 

  Dr McGOWAN:  I am advised that we don't discuss incoming government briefs. 

 1076  The CHAIRPERSON:  If it helps, I might pass this down. You would be aware of the 
ministerial statement that the minister made. I might refer you to that so you can feel comfortable 
discussing it. The dot points down at the end were some of the specific bits of advice that the health 
minister, in his ministerial statement, said that the department raised. I am just wondering if, in 
relation to some of those specific dot points that the health minister told parliament about, there is a 
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number in terms of the throughput of patients at a stand-alone HDU for doctors and specialists to 
maintain their skills, particularly if it's an unaccredited HDU. 

  Dr McGOWAN:  In terms of an unaccredited HDU, my understanding is that it would 
not be able to attract commonwealth funding under IHPA for high-dependency unit funding. That is 
the first thing: given that the commonwealth contribute about 45 per cent of the cost of running a 
service, it would probably be cost prohibitive if it were trying to be an ICU that was unaccredited. The 
second thing is that you need to be able to recruit specialist ICU staff. If you don't have enough 
throughput, you are going to have ICU staff with no people in the ICU. 

 1077  The CHAIRPERSON:  That's my question: what is the throughput needed for a 
stand-alone high-dependency unit? What is that critical throughput? As the department's advice to 
the minister says, if there is not that throughput, you risk not having skilled people there. 

  Dr McGOWAN:  We will have to take that on notice. We are not sure of the actual 
number. 

 1078  The CHAIRPERSON:  But there is a risk that, if you don't have enough throughput 
at a stand-alone HDU, that you can't attract the specialists that are needed. I think the advice that 
your department gave the minister was that a small HDU at Modbury would not be accredited for 
training by the College of Intensive Care Medicine, making it difficult. 

  Dr McGOWAN:  We are referring to an ICU: an intensive care unit. 

 1079  The CHAIRPERSON:  Is there a proposal for an ICU at Modbury? 

  Dr McGOWAN:  No, there is not a proposal for an ICU. 

 1080  The CHAIRPERSON:  So it's an HDU? 

  Dr McGOWAN:  What we are talking about at Modbury is an HDU: a high-
dependency unit. A high-dependency unit does not necessarily need accreditation as far as I'm 
aware; is that correct? 

  Ms DEAN:  Yes, correct. 

  Dr McGOWAN:  An HDU provides a level of care that will enable the community in 
the north-eastern suburbs to get more care in their local hospital and not be transferred to the Royal 
Adelaide. An HDU provides a high level of care and treatments that are more severe, more acute 
and more sophisticated than what a normal, standard ward would provide. That is what we are 
working towards. To go to your question specifically, that can be better integrated with an acute 
service because it's not stand-alone or separately accredited. 

 1081  The CHAIRPERSON:  What do you mean by an acute service? 

  Dr McGOWAN:  Acute hospital services. So somebody who's acutely in hospital. 

 1082  The CHAIRPERSON:  But as the minister has informed parliament, your advice—
your department's advice—is that appropriate levels of clinical safety may not be achieved with the 
establishment of a stand-alone high-dependency unit at Modbury. So were there any more than the 
specifics that the minister put in his ministerial statement in terms of some of those risks? 

  Mr FRATER:  Obviously there are clinical differences of perspective on this matter. 
I would need to come back to you with some further advice than what has been provided, because— 

 1083  The CHAIRPERSON:  But the minister has told parliament the department has 
provided specific advice to the minister about some of those risks, haven't they? 

  Mr FRATER:  We provided advice to the government on what the risks are. 

 1084  The CHAIRPERSON:  On the specifics of some of those risks? 

  Mr FRATER:  The government policy is obviously to create a HDU out there, so we 
need to manage those risks and ensure that we provide a safe, adequate service to the consumers 
and the public in the north-east. 

 1085  The CHAIRPERSON:  Have there been any more specifics, apart from the specifics 
provided in that ministerial statement, from the department to the minister? 
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  Mr FRATER:  Not that I'm aware of. 

 1086  The CHAIRPERSON:  So it's limited to those specific concerns—that you're aware 
of? 

  Mr FRATER:  Yes, I'd need to check the documents we have and come back to you, 
the committee, in terms of providing further advice on that.  

 1087  The Hon. J.A. DARLEY:  So that's what you're going to do: you're going to provide 
a high-dependency service out there? 

  Mr FRATER:  The intention is to create a high-dependency unit at Modbury, so we 
are working through with our clinicians how we can do that in a safe manner.  

 1088  The CHAIRPERSON:  Given the advice that it would pose clinical risks and endanger 
patient care, I think the Health Care Act requires—I think it is section 7—that the chief executive 
ensure appropriate standards, patient care and service delivery are adopted. How do we reconcile 
those two things: the department saying that appropriate levels of clinical safety may not be reached 
and this statutory requirement that appropriate standards of patient care be delivered?  

  Dr McGOWAN:  We will deliver a high-dependency unit at Modbury Hospital, and in 
doing so it will be safe and clinically appropriate for the people who get the care there. 

 1089  The CHAIRPERSON:  So there will be no greater danger establishing that than what 
there is now? Is that the guarantee you— 

  Dr McGOWAN:  There will be no greater danger. It will be a high dependency unit 
that has all the clinical assurances around it that any other one of our critical care services has. 

 1090  The CHAIRPERSON:  Notwithstanding— 

  Dr McGOWAN:  I'm interpreting your question to say: 'Will we deliver a substandard 
to meet the election commitment?' No, we will not. 

 1091  The CHAIRPERSON:  But notwithstanding, it's quite clear that there have been very 
significant concerns from your department about having a stand-alone HDU in the absence of an 
intensive care unit. When is it expected this stand-alone HDU that may not meet clinical safety will 
be established? 

  Dr McGOWAN:  We are currently in the conversations with our clinicians in that 
respect already. But it is not true to say that it may not reach a clinical standard. It will reach clinical 
standards. SA Health does not deliberately implement any service that is not a safe service. 

 1092  The CHAIRPERSON:  When will this stand-alone HDU be established at Modbury? 

  Dr McGOWAN:  We don't have a time line on it. I would be surprised if it wasn't 
operational this financial year, but— 

 1093  The CHAIRPERSON:  So probably this financial year? 

  Dr McGOWAN:  I would say probably this financial year. 

 1094  The CHAIRPERSON:  And what is the estimated cost, both capital and recurrent 
costs, for its establishment? 

  Mr FRATER:  The operating component of any service will be funded out of the 
traditional operating costs of the department. In terms of establishing the facility, we would be 
obviously looking at ensuring that we use part of the money that was for the upgrading of the hospital, 
which is about $82 million given in last year's Mid-Year Budget Review. So we'd need to manage 
within that program. 

 1095  The CHAIRPERSON:  I understand there are the budgets that are already existing, 
but this is the Budget and Finance Committee that looks at budgets. I presume, a few months in from 
the election, that some work has been done—and I presume it's been done in preparation for the 
budget in September—about indicative costs, both capital and recurrent, of the HDU. So we're 
interested in what those costs are. 

  Mr FRATER:  That would be a matter for cabinet to consider and come back to us. 
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 1096  The CHAIRPERSON:  So you do have indicative costs, though? 

  Mr FRATER:  We have indicative costs submitted, obviously, as part of our budget 
bids. 

 1097  The CHAIRPERSON:  So you won't share them with the committee. 

 1098  The Hon. J.A. DARLEY:  I find it somewhat amusing or concerning that you don't 
have a projected time line for this HDU to be set up. Surely you must have some pegs in the ground? 
Hopefully the health system doesn't operate on that basis. 

  Dr McGOWAN:  No, but, in the last three or four months, the government has come 
in and it's an election promise. You initiate conversations with the clinicians involved, and they are 
still ongoing. There's still design work going on: how would you staff it, how would you maintain it, 
which patients are we talking about, what's the configuration of the HDU? It just takes some time for 
that decision to roll through, and then we have to say how we are going to implement it. We can put 
a stake in the ground on a budget bid, but we haven't nailed that. We have to recruit staff to it. 

  We are not building widgets here. We are delivering pretty complicated healthcare 
services, and this is at the very acute end of it, so it does require some due diligence around what 
this looks like and making sure the clinicians are on board. Clinicians are very important, not only for 
getting it right but they are the ones who are going to man it, so it just does take some time. To be 
honest with you, I think it would be foolhardy for us to come rushing in, saying, 'We've got this election 
commitment; let's throw something together and have a crack at it.' That's not good management of 
the health system either. 

  I hate to disappoint you, but the reality is that we don't have a stake in the ground. 
As I say, I would be surprised if we didn't have something operating this financial year, but if it creates 
clinical risk to have it operating this financial year we won't do it. We will do it when we need to. 

  1099  The Hon. J.A. DARLEY:  How soon do you think you would be in a position 
to be able to tell the government when you would have the system operating? 

  Dr McGOWAN:  Again, as you would appreciate, I am not sitting in on the 
conversations with the clinicians, but I would be disappointed if, in three months, we didn't have a 
very good idea of how we are going to move forward. 

 1100  The CHAIRPERSON:  Speaking of clinicians, what has been the view of clinicians 
practising in this area, in terms of the desirability of a stand-alone HDU at Modbury? 

  Dr McGOWAN:  As I said, I haven't talked to the— 

 1101  The CHAIRPERSON:  You're new, but you have staff around. Mr Frater, do you 
know what has been the view of the clinicians? 

  Mr FRATER:  No, that's normally been dealt with by— 

  Ms DEAN:  Clinicians are engaged in lots of different discussions around clinical 
services planning. We have a significant piece of work at the moment around looking at where 
services should be planned across all of— 

 1102  The CHAIRPERSON:  In terms of the HDU at Modbury, how would you characterise 
the clinical view of those practising in the area about the desirability of a stand-alone HDU? 

  Ms DEAN:  I would say that there is good engagement in regard to listening to 
clinicians and trying to take any concerns on board, and we will try to deliver a service— 

 1103  The CHAIRPERSON:  Has the overwhelming majority of clinicians in the past 
expressed that this isn't a good idea? 

  Ms DEAN:  I haven't spoken to those clinicians specifically. 

 1104  The CHAIRPERSON:  But do you know from having read what they have said or 
from letters that have been sent by clinicians? 

  Ms DEAN:  I don't have anything in front of me that gives that level of detail. 

 1105  The CHAIRPERSON:  So you don't know. 
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  Ms DEAN:  I don't know. 

 1106  The CHAIRPERSON:  I have a couple of questions about the boards and then others 
have a lot of questions. In your opening remarks, you mentioned setting up hospital boards. What's 
the cost of this reform? 

  Dr McGOWAN:  There are some certain costs around the hospital boards and then 
there are a lot of uncertain costs. 

 1107  The CHAIRPERSON:  But what are the estimated costs? 

  Dr McGOWAN:  I think, for the salaries of the chairs, the deputy chairs and the 
members— 

 1108  The CHAIRPERSON:  These are board fees, in effect? 

  Dr McGOWAN:  Yes, board fees. It is probably circa $3 million—somewhere 
between $2.5 million to $3 million. There will be additional costs but they are as yet unknown. You 
could take an approach that, totally, for all ten area health services— 

 1109  The CHAIRPERSON:  So your department hasn't done any estimate of what the 
costs might be—it is actually unknown? 

  Dr McGOWAN:  It's variable. 

 1110  The CHAIRPERSON:  What are the ranges? 

  Dr McGOWAN:  At the total, if you were to replicate everything right through the 
system—if you were to have a full finance HR, clinical management, clinical quality and safety and 
IT in every region totally replicated so that they are truly separate organisations running totally 
independently—we have done some modelling, and the extreme end would be $20 million. 

 1111  The CHAIRPERSON:  That's $20 million a year for the operation of these boards? 

  Dr McGOWAN: It won't be that. It will be considerably discounted from that because 
there's an intention to be much more efficient in the way we do it in terms of not replicating all of 
those and having— 

 1112  The CHAIRPERSON:  So there's an intention to centralise the functions of these 
decentralised independent boards? 

  Dr McGOWAN:  No. There will still be some services that will sensibly remain with 
the department. 

 1113  The CHAIRPERSON:  Such as? 

  Dr McGOWAN:  Payroll, for example, and there will be some things that will get 
replicated. We believe it is up to the country chairs and directors to come to an agreement, and it's 
for us to further support them and fine tune it. 

  We think there will be, within Country, some shared resources between the six 
country regions. For example, in Country it wouldn't make sense for every area health service to 
totally replicate their quality and clinical assurance processes and guidelines, so they will probably 
share some of those resources. It will be a significant discount from $20 million—I certainly hope 
so—but it will be more than the $3 million or so, which is just the chair’s fees. 

 1114  The CHAIRPERSON:  Do the independent boards have any say in the functions they 
have that will be centralised, or will that be dictated from the department? 

  Dr McGOWAN:  It will be both, to be honest with you. They won't choose which 
payroll systems are used. I don't even think government chooses that. I think we share services right 
across government, so they won't choose those. Will they choose how much management 
accounting they need? They probably will have a service agreement with us of some sort. 

 1115  The CHAIRPERSON:  The upper limit is $20 million. The absolute minimum would 
be— 

  Dr McGOWAN:  $2.5 million. 
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 1116  The CHAIRPERSON:  —$2 million to $3 million a year. Somewhere in between there 
is what you think it will be. 

  Dr McGOWAN:  Correct. 

 1117  The CHAIRPERSON:  Recruitment for heads of the boards I think is underway. 

  Dr McGOWAN:  Correct. 

 1118  The CHAIRPERSON:  Who is conducting that recruitment and how was that 
recruitment company selected? 

  DR McGOWAN:  We used headhunters to find the candidates. I can tell you they 
have done google searching on the candidates. We have interviewed them. There were 
approximately 30 interviews for board members, and we have made recommendations to the 
minister. 

 1119  The CHAIRPERSON:  Is the company a South Australian recruitment company or 
an interstate one? 

  Dr McGOWAN:  Hardy's international. 

 1120  The CHAIRPERSON:  Are they based in Adelaide? 

  Dr McGOWAN:  No, they are a national group. 

 1121  The CHAIRPERSON:  Does your department use Hardy's frequently? Is there a 
reason you don't look for a South Australian company to do your recruitment? 

  Mr FRATER:  We use a number of different companies for recruitment. If you are 
after particular skill bases in terms of senior health officials, you may be using one of the interstate 
companies. There are a number of South Australian companies that we have used for— 

 1122  The CHAIRPERSON:  I think you mentioned Hardy's were used for— 

  Mr FRATER:  —positions that we have in South Australia. 

 1123  The CHAIRPERSON:  —the boards. 

  Dr McGOWAN:  Correct. 

 1124  The CHAIRPERSON:  That's the same company that selected the person for the 
Northern Adelaide Local Health Network who we have already discussed. So you are satisfied that 
Hardy's do appropriate checks and we won't see what's been repeated here? 

  Dr McGOWAN:  As I mentioned, I am aware that they have done some google 
searching on the members that we have appointed, but we will be looking into that, as I said earlier. 

 1125  The CHAIRPERSON:  Just to be clear, so you google search someone as a 
prospective CEO of a health board, but you don't google search the head of the Northern Adelaide 
Local Health Network; is that your evidence? 

  Dr McGOWAN:  Yes. 

 1126  The CHAIRPERSON:  For this $20 million to $30 million— 

  Dr McGOWAN:  Just to confirm that, they google searched them, not me. 

 1127  The CHAIRPERSON:  Hardy's? 

  Dr McGOWAN:  Hardy's google searched the board members, I am aware. 

 1128  The CHAIRPERSON:  How do you know they google searched the board members? 

  Dr McGOWAN:  Because they told me what they found on the google search. 

 1129  The CHAIRPERSON:  But didn't think of doing it for—okay. 

  Dr McGOWAN:  Who knows? They might have looked into that information and 
found it to be erroneous. I don't know. 
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 1130  The CHAIRPERSON:  I'm sure you and many members of your department after this 
will be doing google searches on your new chief executive that you announced today. That funding 
range between $3 million and $20 million for the cost of running these boards, is that something that 
the department will have extra funding for, or will that be met within existing resources? 

  Mr FRATER:  That's a matter which we will be very clear on when the budget is 
handed down. 

 1131  The CHAIRPERSON:  You are seeking extra funding for it rather than just copping 
it and saying, 'We'll take care of it'? 

  Mr FRATER:  It's health, so of course we have sought extra funding. 

 1132  The CHAIRPERSON:  I have a few more questions, but I'm conscious that we have 
an hour to go, so I might throw it open to Terry. 

 1133  The Hon. T.J. STEPHENS:  Thanks, Chair. Dr McGowan, could you give us a bit of 
an update as to the actions that we have taken to reactivate the Repat site? Can you tell us where 
we are at with that please? 

  Dr McGOWAN:  Yes, sure. As you know, it was an election commitment to reactivate 
the Repat site. There have been a couple of stakeholder conversations that the Minister has 
participated in in the community. There are a lot of options. As you would be aware, he ceased the 
contract with ACH so he has, essentially, control of the site. 

  He has committed to going through a consultation process with the community, so 
that is in play. There are lots of options there which are being considered, and we remain committed 
to the policy of the government, which is to make it a true health precinct. 

 1134  The Hon. C.M. SCRIVEN:  Dr McGowan, the minister discussed 50 beds last week 
at the Repat. Will they be hospital beds? 

  Dr McGOWAN:  Those beds are already there on the site. They are latent capacity, 
as you would have seen in the paper. We are just getting them ready for commissioning, so if we 
need them for this winter they will be available. They would not be true acute, in terms of somebody 
who is acutely ill, needing doctors on stand-by, MET teams on stand-by and all those sorts of things, 
but would we be able to have people who are care awaiting placement, for example? 

  These are people who are aged in the hospital, likely to be requiring nursing home 
level care but can't get access to nursing home beds in the community, so they are sitting in one of 
our highly valuable hospital beds. There is also a key issue that we are experiencing around the 
interface with the NDIS. 

 1135  The Hon. C.M. SCRIVEN:  I have some questions about the NDIS. Perhaps we could 
move to that a little later. With the Repat— 

  Dr McGOWAN:  Suffice to say that it's more for lower acuity people moving into the 
Repat. 

 1136  The Hon. C.M. SCRIVEN:  So there wouldn't be any doctors on site there? 

  Dr McGOWAN:  There may be doctors but we haven't done that configuration. 
There's still community consultation going on around what the right configuration is. 

 1137  The Hon. C.M. SCRIVEN:  They wouldn't be acute doctors? 

  Dr McGOWAN:  They may well be; that consultation hasn't finished yet. I am saying 
that what we're doing at the moment is preparing it for subacute care as part of our winter strategy. 
The ongoing role of the Repat will be part of the community consultation process. 

 1138  The Hon. C.M. SCRIVEN:  Do you know what sort of nursing ratios will be in place 
then? 

  Dr McGOWAN:  No. 

 1139  The Hon. C.M. SCRIVEN:  What are the risks that you are weighing up as part of 
these considerations of using these beds at the Repat? 
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  Dr McGOWAN:  It's kind of being handled by SALHN. Their clinical teams are looking 
at it at the moment. This is the current use of these beds for care awaiting patients from NDIS. That 
is handled by SALHN. They are doing that clinical analysis as a way of managing their winter 
capacity. When we go through the consultation process for the community, if we decide we want to 
use it for rehabilitation or subacute or whatever, the configuration around nursing requirements, 
medical requirements and everything else will come into that process. Are you with me? 

 1140  The Hon. C.M. SCRIVEN:  Yes, I am, thank you. What will be the process if 
someone's condition worsens, both in the current situation, if it's subacute, and then potentially if it's 
acute going down the track? 

  Dr McGOWAN:  Can you just rephrase your question? 

 1141  The Hon. C.M. SCRIVEN:  If somebody is in these beds who is in a subacute 
situation, and their condition worsens, what will be the process? 

  Ms DEAN:  My view is that they are still in that planning phase and, in that context, 
when they open a service they will look at all of those contingencies as part of that aspect. The Repat 
historically had subacute activity there anyway and therefore they would have had mechanisms to 
call on urgent care if it's required. 

 1142  The Hon. C.M. SCRIVEN:  This is part of the winter demand strategy at present? 

  Ms DEAN:  It's an option within the winter demand strategy. They have been asked 
to work it up if it's actually required. At this stage, it hasn't been activated, it hasn't actually been 
identified as needing to turn on at this very moment, and it's in that planning phase. 

  Dr McGOWAN:  I would just add to that, if these are nursing home-type patients 
awaiting discharge to a nursing home, they would have the same sort of clinical support you would 
expect in a nursing home and, just as in a nursing home, if you deteriorate, you would be either taken 
back to the hospital or a doctor would be called into the nursing home. 

 1143  The Hon. C.M. SCRIVEN:  This is more like a nursing home situation rather than a 
hospital situation at the Repat? 

  Dr McGOWAN:  At the moment, what we are thinking about is we are getting it ready. 
There hasn't been a decision by SALHN to activate it yet, but we are getting it ready to activate, so 
if we need to activate it, it can be activated at very short notice. We don't have to go out looking for 
all the beds and the mattresses and everything; we have it on stand-by. Then, if they need to activate 
it, they can activate it quickly when necessary. The current expectation is that it's for those subacute 
patients who are occupying beds who, in the case of an escalation in winter demand, we could 
decant. 

 1144  The Hon. C.M. SCRIVEN:  So, like a nursing home situation? 

  Dr McGOWAN:  Yes. 

 1145  The Hon. C.M. SCRIVEN:  So can you outline what specific elective surgery 
procedures are currently planned to be re-established at the site? 

  Dr McGOWAN:  No, we are still planning. We are in the planning process. Just to 
telegraph: a lot of answers to questions about the Repat are we are not at a stage of locking down 
what we are going to be doing there. There is a large range of options that eventually will be taken 
back out to the community, but it is quite diverse, to be honest with you. So the community's 
involvement is quite legitimate. 

 1146  The Hon. C.M. SCRIVEN:  I understand, thank you. What sort of indicative costings 
are involved in the plans for re-establishing elective surgery, which presumably is part of your 
consideration in your planning discussions? 

  Mr FRATER:  I think I come back to the statement that that is a matter, obviously, on 
which we are in discussion with the government and it will be considered as part of the budget 
process. 

 1147  The Hon. C.M. SCRIVEN:  So you've got indicative costings, but you haven't yet 
released those at this stage? 
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  Mr FRATER:  We haven't released any budget bids, as far as I am aware. 

 1148  The Hon. C.M. SCRIVEN:  So is that in terms of indicative costings for upcoming 
capital works at the Repat hospital site? Do you have any of those in terms of the proposed older 
persons mental health facility? 

  Mr FRATER:  Yes, we have obviously looked at the Repat site in terms of the older 
persons mental health facility and included in that some analysis of what our capital costs could be, 
and that is obviously being worked through as to what decisions are being made on what services 
are provided at the Repat. 

 1149  The Hon. C.M. SCRIVEN:  Are you able to table that information? 

  Mr FRATER:  No, that is part of our preparation for budget. 

 1150  The Hon. D.G.E. HOOD:  Dr McGowan and colleagues, thank you for appearing 
before the committee today. My question is in relation to the incoming Liberal government's 
commitment prior to the election on the upgrading and restoration of some services at Noarlunga, 
The QEH and Modbury. Can you update the committee as to what stage of delivery that is in each 
case, please? 

  Dr McGOWAN:  Do you want me to work through those? I have some dot points 
here. At Modbury, we aim to restore the key service, including the establishment of the HDU, which 
we have talked to you about. We are in the concept planning phase with a budgeted $91 million to 
do a bunch of upgrades around the physical infrastructure. For Noarlunga, there is some clinical 
service planning that is already underway to access more services in the south, and we think there 
are some opportunities to align some of those services within the southern catchment, particularly 
about creating a 12-bed acute unit medical ward at Noarlunga Hospital. Work is currently underway 
on that. 

  The QEH: we are planning for the $277 million stage 3 redevelopment of the QE site, 
which is well underway with the design phase of a new multi-deck car park. If you have been down 
there, you will realise that we have to do the car park first because the new development is going to 
go where the current car parking is at the moment. The dot points point out that that car park will 
commence shortly and hopefully be completed by mid-2019. 

  Cardiologist services: they are already back to 24/7 emergency cardiac services. We 
are doing some work around the establishment of the cath labs there, and that should be operational 
by April 2019. Many of those works are well in play now. 

 1151  The Hon. J.E. HANSON:  With regard to the Raymond Spencer review, what can 
you tell us about that review with regard to the Royal Adelaide Hospital and The Queen Elizabeth 
Hospital? 

  Dr McGOWAN:  So, we are calling it the Raymond Spencer review, are we? 

 1152  The Hon. J.E. HANSON:  Yes, the Raymond Spencer review I've got. 

  Dr McGOWAN:  You are talking about Jenny Richter, the interim CEO at CALHN, 
who has asked Raymond Spencer to facilitate a working group. It includes many, if not all, of the 
most senior clinicians through CALHN, such as head of surgery, head of medicine, head of ED, 
radiology—all of those key clinicians. It includes a number of people from the centre, in terms of 
SA Health. It also includes a couple of people from Treasury, and then there are some external 
people who are on that group—eminent health advisers from around Australia—who are working 
with the team at CALHN to address the fundamental problem they have, which is the cost of their 
health care, their flow, and the length of stay as a particular area. There are also a number of others. 

  They have developed a workplan, and from memory it has, if I'm not mistaken, about 
30 or 40 key items, but with a focus on half a dozen key large-cost issues. They're given a project 
plan and they're working through the implementation of those. My understanding is they will be 
implementing a particular project team to focus on this at the coalface, working with all the processes 
necessary to really get the RAH closer towards the national efficient price. 

 1153  The Hon. J.E. HANSON:  Is the review considering the service mix between the 
hospitals? 
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  Dr McGOWAN:  I expect so. The service mix between the hospitals is largely a thing 
for the heads of the various clinical divisions to work out where there are inefficiencies in it. We 
usually don't like inefficiencies because inefficiencies puts us under strain, not only financially but 
also clinically. No doubt there will be some areas where clinicians are looking at the service mix. I'm 
not saying they're going to change it, but I would be disappointed if they don't look at everything. 

 1154  The Hon. J.E. HANSON:  So that's a very firm 'probably'? 

  Dr McGOWAN:  No, it's a very clear 'possibly'. Just so you've got a read, CALHN 
itself is around $250-ish million more expensive than it should be if it ran to the same cost as other 
similar hospitals throughout Australia, so there is a lot of work to do there. 

 1155  The Hon. J.E. HANSON:  Is there anything off limits, if you like, as part of this review? 

  Dr McGOWAN:  Yes: suboptimal clinical care. 

 1156  The Hon. J.E. HANSON:  How was Mr Spencer appointed to lead the Raymond 
Spencer review? I know, google searches again—we are maybe going towards territory I don't want 
to; nonetheless, how was he appointed? 

  Dr McGOWAN:  I'm not absolutely sure. He is the chair, as you know, of SAHMRI, 
and I suspect it's because of his association with SAHMRI and his reputation as a very competent 
business leader throughout the world, really, but certainly in this country. I can't say any more than 
that. It's an unpaid position, so he is doing it pro bono, out of generosity and concern for his 
community. 

 1157  The Hon. J.E. HANSON:  Has the relevant minister been provided with an interim or 
final report from the review yet? Is that report likely to be released publicly, and if so, when? 

  Dr McGOWAN:  From the Raymond Spencer review? 

 1158  The Hon. J.E. HANSON:  Yes. 

  Dr McGOWAN:  I'm not sure if its output is a review of that nature. To be clear: there 
is no Raymond Spencer report. The chief executive of CALHN has asked somebody who she has a 
lot of confidence and faith in, I assume. I don't know if she went through any process to centre on 
Mr Spencer, but he is facilitating a process. The process is owned by the CALHN executive, so, this 
is their process. 

  This is a bunch of executives who are going through a process to say, 'How do we 
address the functions, flows, costs and the budget around CALHN?' and they have asked an external 
person to come and contribute to it, to facilitate that discussion. I am not sure that the output will be 
a report per se; it will more likely be a bunch of actions that continue to get monitored in a project 
plan that is owned by CALHN. 

 1159  The Hon. J.E. HANSON:  And that 'bunch of actions' document, I presume, will be 
released publicly? 

  Dr McGOWAN:  I wouldn't have expected so. It is not that kind of document that you 
would put out for the public. I'm thinking of the thing that I read last time: the public wouldn't 
understand it, and very few people would; it is quite context-laden. People wouldn't understand the 
'improve the x and y between ward C and D so that x, y and z's waiting time gets to within benchmark'. 
Nobody would understand it, so it is not that kind of report. I suspect that it is not one of those things 
that we would expect to make public. 

 1160  The Hon. J.E. HANSON:  Are there any recommendations in what has been provided 
regarding the ICU at The QEH? 

  Dr McGOWAN:  Not that I can recall. 

 1161  The Hon. J.E. HANSON:  You can take that on notice if you want. 

  Dr McGOWAN:  Yes, I can take it on notice. 

 1162  The Hon. J.E. HANSON:  A second one to possibly also take on notice: are there 
any recommendations regarding the mix of surgical services at The QEH? 
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  Dr McGOWAN:  Not that I am aware of. 

 1163  The CHAIRPERSON:  Tammy, do you have any questions? 

 1164  The Hon. T.A. FRANKS:  I do, on a different topic. I did flag that endometriosis is 
what I would like to address at the moment. As you are probably aware, there has not been a great 
deal of information about endometriosis, and there is renewed action from a federal level to have a 
national plan for action. My questions are specifically: what work have we done as a state so far to 
get ready, in particular for priority No. 1 of the plan, which is the education and awareness part of 
that, and what conversations have been had with the Department for Education so far? 

  Dr McGOWAN:  We're going to have to take it on notice, I'm afraid. 

 1165  The Hon. T.A. FRANKS:  Of the $1 million that has been afforded to GPs for 
endometriosis awareness, how much of that has come to South Australia, and how much of that has 
been rolled out? 

  Dr McGOWAN:  That would be coming out no doubt through the primary healthcare 
networks, which they haven't shared with us that, as far as I am aware. I haven't seen a briefing 
coming through. I am aware of the increasing interest in endometriosis from the commonwealth, but 
I can't say I have seen anything come across my desk that involves us directly. I think it is all flowing 
through the primary care networks, but I could be wrong on that. Please don't hold me to it, but I am 
quite happy to come back to you with details. 

 1166  The Hon. T.A. FRANKS:  My understanding is that it has been to COAG and that 
there is a national action plan here, and it is quite a pressing women's health issue that has a 
substantial impact, not only on our economy, but on women's lives. If we could have a full briefing 
on what is being done in South Australia on endometriosis, but particularly with that education 
interface with the Department for Education— 

  Dr McGOWAN:  Do you mind if I just confer with my colleague? So it has certainly 
been to AHMAC and it is in play. We will come back to you with the details. I apologise for that. 

 1167  The Hon. T.A. FRANKS:  That's alright. 

  Dr McGOWAN:  And please don't take that as—we recognise it as an issue. 

 1168  The Hon. T.A. FRANKS:  I would hope you do recognise it as an issue. Moving to 
medicinal cannabis, how many patients have been able to legally access medicinal cannabis since 
the scheme began? 

  Mr FRATER:  We would need to come back to you on those numbers. I don't have 
it in my briefings. 

 1169  The Hon. T.A. FRANKS:  I did also flag that I would be raising this area. 

  Mr FRATER:  Our apologies. We didn't get any advice that you would be— 

  Dr McGOWAN:  And we are quite happy to come back to you on it. 

 1170  The Hon. T.A. FRANKS:  Seeing as this is all going on notice, I am going to add that 
I am also after the number of patients who have been able to legally access medicinal cannabis, 
what the conditions were, how many GPs have made contact with the state scheme, and how many 
internet or web hits there have been for the various email addresses and websites. 

  Mr FRATER:  Okay. 

 1171  The Hon. F. PANGALLO:  Can I first ask a question on notice? I think this one will 
require that, and then I will ask some specific questions about Transforming Health in your budget. 
Can you please provide the committee with how many complaints SA Health has received for bullying 
and harassment over the past five years, how many SA Health workers were placed on WorkCover 
for each of those past five years; and what was the main cause of their condition? 

  Dr McGOWAN:  Outside of budget and finance— 

 1172  The Hon. F. PANGALLO:  I think it all relates to your budget and your costs. How 
many are still on WorkCover? How many employees have been paid out in stress-related claims and 
settlements from 2013-2018, and what are the totals for each year? How often are police checks 
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required to be renewed for staff? I will just move on to, firstly, the new Royal Adelaide Hospital. Has 
the running cost of the hospital changed from the figure of about $1 million a day that was given to 
the committee last year? 

  Mr FRATER:  The $1 million per day is obviously the cost of the facility, the capital 
components and the facility management fees for cleaning, cooking and associated orderly services, 
so that remains around the same figure. 

 1173  The Hon. F. PANGALLO:  About $1 million a day? 

  Mr FRATER:  Yes. 

 1174  The Hon. F. PANGALLO:  As you are aware, there were a lot of maintenance issues 
and building issues, from the blackout to the leak of acid and food complaints and lack of space. Is 
there a review underway that is looking at the problems associated with the building of the hospital, 
and what problems have you since identified with it? 

  Mr FRATER:  There are two key problems that we've had at the RAH, obviously 
other than food, which is a service-particular problem in terms of ensuring that the appropriate food 
for modified texture food is provided to patients who require that. The key problems that we've had 
are with chilled water system, where we've had some particular problems in November and again 
early this year, where the system had instability across it, and we went for a period without some of 
the CT scanners as a result of a lack of chilled water being able to be provided to cool those facilities. 

  The other one we've had, obviously, is the generator running out of petrol, when they 
did a test and ignored the alarms that were going off. They are the two key issues that we have. The 
other one that we are working on with the builder closely is the mental health duress alarm. This is 
in the PICU unit. This is an area where, from a staff safety viewpoint, we need an incredibly accurate 
service. 

  That facility has not been able to be opened because the accuracy of the mental 
health duress alarm in that area is not up to the standard that we currently have. I am meeting on a 
weekly basis with the builder and Celsus to go through a process to fix that problem with the mental 
health duress alarm, and hopefully we will open that in the coming months. 

 1175  The Hon. F. PANGALLO:  Mental health beds? What's the status with those? 

  Mr FRATER:  The acute mental health beds are of course all open. It's the 10 PICU 
beds, the psychiatric intensive care unit beds, which we have not been able to be opened at the 
moment. 

  Dr McGOWAN:  There was some confusion in the media the other day about this, 
where the commentator didn't quite understand the difference between a psychiatric intensive care 
unit and the level of security we need versus an acute mental health unit, which requires less 
sensitive duress alarm infrastructure. We were able to open it as the latter but not as the former. 

  Mr FRATER:  John may have a further comment, because we still have the beds out 
at Glenside for the PICU, which we are still utilising, I think. 

  Assoc. Prof. BRAYLEY:  The PICU beds at Glenside are still in operation. The 
10 beds at the Royal Adelaide have not been gazetted by the former acting chief psychiatrist and 
now by myself as chief psychiatrist for intensive care use. They can be used for general acute use, 
but even then extra staff need to be present to ensure that there's clear observation. So because of 
the current ED waits for mental health consumers at the Royal Adelaide, CALHN have a plan to open 
those 10 beds as acute beds. As soon as the duress alarm system is repaired, it will revert to a 
psychiatric intensive care unit as planned and intended. 

 1176  The Hon. F. PANGALLO:  I will move on to Transforming Health. The committee was 
told last year that the department was on track to meet budget savings of $222 million in 2018-19, 
$255 million in 2019-20 and $405 million in 2020-21. I gather that's changed now. 

  Dr McGOWAN:  There's been some deterioration from that position. 

 1177  The Hon. F. PANGALLO:  Is that because of Transforming Health, which was 
supposed to save $900 million? 
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  Dr McGOWAN:  Transforming Health was a position of the former government. 
We're not working toward a script of Transforming Health. This government holds a view about it, 
which is the privilege of the government. We're working towards making sure that some of the 
over-corrections for Transforming Health, such as Modbury and The QEH, are addressed. Our 
strategies around budget are more about efficiencies within the hospitals, getting the hospitals closer 
towards the national efficient price, more than service mix, which Transforming Health was about. 

 1178  The Hon. F. PANGALLO:  Were any savings achieved at all through Transforming 
Health or was it a burden on the system? 

  Dr McGOWAN:  I can't comment. I have been here for 10 weeks. We clearly have 
significant budget pressures. From where I sit, my ability to attribute it to Transforming Health or to 
anything else—you know, the reconfiguration and the move to the Royal Adelaide has clearly been 
a major pressure on the system. The hospital does have design issues. The work practices and work 
flows that were appropriate for the old Royal Adelaide haven't transferred naturally to the new Royal 
Adelaide, which is a very different design configuration, as you are no doubt aware, which manifests 
itself in quite significant budget pressures. 

  Our key budget strategies are to get all of our hospitals working towards the national 
efficient price, which I again reiterate is not an efficient price at all, it is just an average price, and 
there is no reason why we shouldn't be doing that, so that's clear. If we can address that single issue 
we will go a long way to meeting our forecast cost-saving pressures while still delivering high-quality 
care. 

  However, I will foreshadow that a lot of our ability to get those hospitals to the 
national efficient price which, I will say again, is mostly about length of stay—and you would be 
surprised to know that people don't really like being in hospital longer than they have be. We have 
to get those people out into an appropriately balanced healthcare system, which is the continuum 
between general practice and hospital and everything in between. That is what this state essentially 
has not invested in adequately over the last few decades. It's no surprise to me that we have people 
in our hospitals who don't need to be there or who are in there longer than they need to be. 

 1179  The Hon. F. PANGALLO:  Do you have a figure about how much has been spent on 
the EPAS system? Is there going to be a replacement? When accessing patient records, how is it 
working now and how many are being accessed each day? You can take it on notice if you like. 

  Dr McGOWAN:  I am not sure but we're happy to provide it. I'm sure there is a 
number of how many are accessed each day. We have commenced the review of EPAS. Malcolm 
Thatcher, Professor Chris Baggoley and Shane Solomon have been appointed to go through the 
review process. They will move through that quite expeditiously. We haven't given them a fixed time 
line. Their first decision to make is: is EPAS the right system? As you would be aware, EPAS, which 
is manufactured by a company called Allscripts, is one of the three major clinical software systems 
used globally. They will assess whether this, for some reason, is not the right system for South 
Australia. 

  We will then look at how we have implemented it, how we have configured it, how 
we have rolled it out and how we have prepared our clinicians for it to see if we can improve there. 
Hopefully quite quickly—it will be three or four months—we will come to a decision about the way 
forward. During that time, as you know, it has been paused across some of the hospitals. I'm advised 
that it is significantly better now than it was when it was first introduced. There has been continuing 
work going on in the background. 

  I believe the pause will contribute to an escalation in costs but I'm not 100 per cent 
sure of that. As the team works through the way we have configured it and the way we should go 
forward, there might even be savings in the forward estimates about how we are going to implement 
it in the future. Again, they might do the opposite and say, 'No, you've tried to do this too expeditiously 
and you need to slow down and it might cost more.' 

  I can advise that the pause, many of the staff who are engaged in the rolling out of 
it, have now redirected their attention to improvements in the system, but there is a continuing burn 
on the pause. 

 1180  The Hon. F. PANGALLO:  How is it working now? 
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  Dr McGOWAN:  Where? 

 1181  The Hon. F. PANGALLO:  With accessing patient records. Paper records. 

  Dr McGOWAN:  There is a mixture. There are the existing systems that were 
available before EPAS. My understanding is the hospitals where EPAS has been rolled out—
Noarlunga, for example—there have been improvements. As the system has become more 
configured and people have gotten used to it, there is huge variability between clinicians who use it. 
Certainly, people who are IT native are adapting to it much faster than other people. I have seen it. 
It looks to me to be a pretty typical system. 

  Mr FRATER:  In terms of the current RAH, 2,000 patient records a day are being 
delivered to the hospital, and at any given time we have around 7,000 records at the hospital for both 
inpatient and outpatient systems. We have roughly 1.2 million records in off-site storage, so it's 
obviously a very large number of records that we have in the system. In terms of what we had at the 
old RAH prior to us moving, we had roughly 380,000 records. We have a daily service to make sure 
that records are being pulled out of the system and brought to the RAH so that clinicians can see 
exactly what is the history of patients. 

 1182  The Hon. F. PANGALLO:  How much is that costing? Obviously, it is an additional 
cost— 

  Mr FRATER:  Roughly $3 million to $3½ million a year at the moment. 

 1183  The Hon. F. PANGALLO:  On top? 

  Mr FRATER:  Yes. 

 1184  The Hon. F. PANGALLO:  Mr McGowan, you haven't entirely scrapped EPAS—you 
are saying there is an opportunity for perhaps it still to be— 

  Dr McGOWAN:  Correct. The minister has asked that we do an independent review. 
The review is being run out of the Department of the Premier and Cabinet and it is seeking 
information to come to a conclusion. My understanding is they will use some international 
benchmarks to assess the performance of the software system itself and then come to a conclusion 
on how we have rolled it out and configured it. It will be a very useful process. I am an eternal 
optimist—you wouldn't do this job if you weren't—but my sense is they will come to a better way 
forward for EPAS. You could not get a more expert bunch of people looking at this in this country. 

 1185  The Hon. C.M. SCRIVEN:  Mr McGowan, in regard to the NDIS, how many patients 
are currently in a hospital bed, but ready to leave that hospital bed, except for the fact they are waiting 
on a care package from the NDIS? 

  Dr McGOWAN:  About 90. By the way, that has increased from about 30 people with 
disabilities we could not find care for a year or two ago. This is a major issue for our community. 

 1186  The Hon. C.M. SCRIVEN:  What sort of advocacy has happened towards the 
commonwealth government to deal with those patients so that beds can be freed up? 

  Dr McGOWAN:  Part of the problem is the advocacy isn't to the commonwealth: it 
has to be to the NDIA, and the NDIA are not particularly receptive, as far as we can see, to the 
conversations that we are trying to have with them. What's more, if we intervene and provide care to 
people, such as somebody with a disability who needs NDIS support to get them out of the hospital, 
that will automatically move them down on the urgency list for the NDIS. So, we compromise 
ourselves. If we take the problem into our own hands to solve it, we actually disadvantage the client's 
access to care. 

 1187  The Hon. C.M. SCRIVEN:  What is the impact of the reduction of mental health 
services through the commonwealth DSS programs that are being cut then? 

  Assoc. Prof. BRAYLEY:  I can comment on that. I have been asked to set up an 
NDIS psychosocial disability transition task force that has, amongst others, representatives from 
NGO provider organisations, consumers and carers, looking at the issues of NDIS transition in this 
state. The commonwealth programs that you mentioned with DSS, including PHaMs, have generated 
significant concerns because, at this point, there are people receiving mental health services but only 
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20-30 per cent of them appear to be eligible for the NDIS. The 30 per cent would be higher. It could 
be down as low as 22 or 23, but anyway it's small. Ensuring continuity of support for the people who 
don't receive NDIS is important and there are continuity of support obligations in the agreements 
between the states and the commonwealth. 

  I have had the opportunity to talk to the deputy secretary of DSS and also the mental 
health adviser of NDIA. We have had a risk assessment process underway for the task force. At this 
time, DSS have issued what they have described as 'letters of comfort' to their providers, which are 
meant to provide financing for ongoing care for people who aren't going to be eligible for the NDIS. I 
have received a draft form of that letter and I know the Mental Health Coalition have also seen it. 

  On one hand, this is positive news that we are not going to have significant numbers 
of people experiencing depression, anxiety, bipolar disorder or schizophrenia without support 
because DSS have stepped up, but when we had our first task force meeting it was concerning to 
hear that, because this has all happened rather late, many of the non-government organisations had 
already lost staff and significant numbers of staff. 

  At this stage, the non-government organisations themselves that we work with on 
state contracts, even though they have had less staff, have been available to their consumer group, 
so they are managing some of the risks at the moment. There is some good news and some ongoing 
significant concerns. We have weekly risk meetings and monthly major meetings and the next one 
is due this Thursday. 

 1188  The Hon. C.M. SCRIVEN:  When is that task force expected to essentially complete 
its work so there is some certainty going forward? 

  Assoc. Prof. BRAYLEY:  We are going through the issues program by program and, 
if necessary, person by person, so the task force will be returning some solutions and some 
suggestions to commonwealth and state, but we expect to be meeting for as long as necessary while 
this transition is occurring. 

 1189  The Hon. C.M. SCRIVEN:  So you don't know how long that will be? 

  Assoc. Prof. BRAYLEY:  No. It would certainly be a number of months that I would 
be expecting this process to continue. 

 1190  The Hon. C.M. SCRIVEN:  Thank you. 

 1191  The Hon. T.A. FRANKS:  I have heard this statistic of 10, 20 or 30 per cent that 
currently get support so our mental health consumers won't under the NDIS. What numbers are we 
talking about when you say 'that percentage'? 

  Assoc. Prof. BRAYLEY:  I don't have the numbers with me. We do have those 
numbers of clients and it is a significant group. We will take that on notice. 

 1192  The Hon. T.A. FRANKS:  I'm assuming it is a significant number, but I have not 
actually heard how many people we are talking about here. 

  Assoc. Prof. BRAYLEY:  Yes, it is significant. We will take it on notice. 

 1193  The Hon. C.M. SCRIVEN:  Coming back to you, Dr McGowan, you mentioned the 
QEH redevelopment. Can you tell me what is in the stage 4 redevelopment as compared to the stage 
3? 

  Dr McGOWAN:  We can take that on notice. I'm sorry, I don't have that at hand. 

 1194  The Hon. C.M. SCRIVEN:  When is the stage 4 redevelopment due to start and be 
completed? 

  Dr McGOWAN:  The car park was due to be completed by mid 2019. 

 1195  The Hon. C.M. SCRIVEN:  Was the car park stage 4 and not stage 3? 

  Dr McGOWAN:  It was stage 3, so I presume it would commence pretty much 
immediately after. I don't think it could commence before then because, as I said before, the car park 
is where the new building will be so my assumption—I can come back and clarify it for you—is that, 
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if the car park is completed in mid 2019, we would immediately start progressing the development 
stage for the development. 

 1196  The Hon. C.M. SCRIVEN:  When would you expect stage 4 to be complete then? 

  Dr McGOWAN:  Maybe we do know. Just a moment. Sorry, we can come back to 
you. 

 1197  The Hon. C.M. SCRIVEN:  Thank you. Does the department have a current estimate 
of the cost of co-locating the Women's and Children's Hospital and the RAH? 

  Dr McGOWAN:  The team working on this are in the very early stages. I think they 
have met three or four times and I am expecting my first briefing with the chair, Mr Jim Birch, this 
week. However, I think they are a long way from doing a cost analysis. 

 1198  The Hon. C.M. SCRIVEN:  What about some general indicative estimates? 

  Dr McGOWAN:  We don't have any. The answer is no and it would be inappropriate 
to have them at the moment. Doing cost estimates for a hospital when you haven't designed the 
hospital doesn't make sense. We will go through a process of doing some high-level design work. I 
don't even think the location of the hospital has been locked down yet, so that will have a huge impact 
on things. There is still quite a bit of water to go under that bridge before we would be attaching a 
price tag to it. 

 1199  The Hon. C.M. SCRIVEN:  What is the current backlog of capital works in country 
hospitals? 

  Mr FRATER:  It depends on the definition of what the backlog relates to. We would 
need to come back to you with a figure. There is obviously some urgent work which will be addressed 
out of the government's commitment to increase the capital program for Country Health. That will 
make a significant dent in the next four years, but we can get a figure for you on the urgent work that 
is required. 

 1200  The Hon. C.M. SCRIVEN:  And the investment that would be required for that? 

  Mr FRATER:  Yes. 

 1201  The Hon. C.M. SCRIVEN:  Thank you. 

  Dr McGOWAN:  The issue in country capital is, of course, not just the country capital 
hospitals but the nursing homes as well. We run quite a large fleet of nursing homes. 

 1202  The CHAIRPERSON:  You've only got another question or two, Clare? 

 1203  The Hon. C.M. SCRIVEN:  Yes, just one more, I think. Can you advise the status of 
planning and/or commencement of capital works for phase 2 of the Lyell McEwin emergency 
department upgrade? 

  Dr McGOWAN:  There is considerable work going on. We have a budget envelope, 
so I might have a look at what that is, but it is still in the scoping stage at this point. 

 1204  The Hon. C.M. SCRIVEN:  Would you still expect that the work is still planned for 
completion in 2021-22? That hasn't changed? 

  Dr McGOWAN:  Just a moment. I am not seeing anything here to say it has changed 
at all. 

 1205  The Hon. C.M. SCRIVEN:  Final one: have any capital works been delayed or their 
budgets reduced from the time lines and budgets provided in the Mid-Year Budget Review? 

  Dr McGOWAN:  Not that I am aware of. 

 1206  The CHAIRPERSON:  Maybe you can take that on notice and come back if there 
are. 

 1207  The Hon. J.A. DARLEY:  Dr McGowan, can you advise us as to what additional 
healthcare initiatives the department is considering for the South Australian community? In particular, 
what is actually happening about extending chemotherapy at-home treatment? 
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  Dr McGOWAN:  I might ask my colleagues to talk about chemotherapy at home. We 
actually hold the view that the health system in this state is not balanced well. We think there has 
been, over a long period of time, as I was saying earlier, a contraction of the services that keep 
people out of hospital, either because they keep them well enough not to need a hospital in the first 
place or the response to their illness tends to be our most acute tertiary hospital system. 

  We are working on plans to rebalance the system to create a much greater capacity 
for people to be treated at home and treated in nursing homes. A good example is what you saw in 
the paper today about the ambulance services where somebody really doesn't need to be picked up 
and carted to a hospital. It takes an ambulance off the ground, they occupy an emergency department 
room and then quite potentially occupy a bed, when the person could simply be treated by going to 
see a general practitioner and maybe just need some follow-up care. 

  If you think about people who are 85, maybe have underlying CHF and get a winter 
lung infection, in other states these people are treated with IV antibiotics and with doctors and nurses 
visiting them at home. We have none of that here and we wonder why our hospitals have long length 
of stay and ambulances queuing out the front. We will be developing projects that will take that 
pressure off and, I hope, greatly relieve the pressure on our capital. It will mean that we don't have 
to build physical hospitals as frequently in the future. I would hope that our next 200 acute hospital 
beds will be in people's homes, not in buildings that we create. But going to your specific question 
about chemo at home— 

  Ms DEAN:  So chemotherapy at home is a program that The Queen Elizabeth 
Hospital now runs, but it is a very small amount of clients. Certainly there is a desire to extend 
chemotherapy into people's homes. The way that we want to approach that is to actually have good 
safety that underpins it. So our South Australian cancer network are currently working through 
prescribing for chemotherapy services, and they are also looking at underpinning it with an electronic 
system. So until that electronic system comes into play, it would be very difficult to actually roll it out 
to be safe and effective. But it definitely is in the plan as we move forward. 

 1208  The Hon. J.A. DARLEY:  My final question: what are the terms of your contract in 
terms of time and salary? 

  Dr McGOWAN:  I'm on a three-year contract. I'm on the same salary as Vickie 
Kaminski, which is $550 000.  

 1209  The Hon. J.E. HANSON:  My question is in regards to waiting times. How many 
patients are on the elective surgery waiting list currently, what projections do you have for reducing 
that list and how accurate or inaccurate is the data that was presented regarding the most recent 
outpatient waiting times? 

  Dr McGOWAN:  I might get you to go through those bit by bit, but there has clearly 
been a blowout in the elective surgery waiting times. For elective surgery waiting times, I think the 
number is about 1,300 or so—1,312. So these are people who are over their expected time limits, 
who are outside of their preferred time limits. Of those, the majority of them are at the Royal Adelaide. 
I will just confirm. Yes, 1,150 of those 1,300 are at the Royal Adelaide. So there's been this real 
blowout as the Royal Adelaide move has taken place, where they had to essentially suspend elective 
surgery. 

  You'd be aware that the government has an election commitment for $20 million this 
year and $20 million next year to try to redress that. There is also another $5 million or so for 
colonoscopy procedures to reduce the waiting list there. Can I help you with any other details on that, 
before I leave it?  

 1210  The Hon. J.E. HANSON:  No, we can move on. 

  Dr McGOWAN:  The second question?  

 1211  The Hon. J.E. HANSON:  How accurate or inaccurate is the data that was presented 
regarding outpatient waiting times? 

  Dr McGOWAN:  Well, it was not very accurate and quite inaccurate. The government 
made a commitment to publish those. There are multiple systems that collect waiting times for 
outpatients across the South Australian system. The methodical way of interacting with a hospital is 
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to be referred to an outpatient to be diagnosed and then, if necessary, admitted. One of the shifts 
that has happened over the last three decades is that the way into a hospital now tends to be through 
an emergency department. That is not how it used to be, and it shouldn't be that way. It should be 
much more preventative and methodical.  

  We haven't invested in outpatient reform for a long period of time, so we've got poor 
data. What we have been able to publish to meet the election commitment was the sort of data from 
around the system that is collected, but we see people waiting 16 or 17 years, where in fact they 
might not be waiting at all. They might have got their treatment somewhere else. Those patients 
might be on multiple waiting lists. They might have been possibly not referred in the first place. 

  I expect that, over the coming months, as these are now public, more work will go 
into it. Already, before we published them, some areas were much higher performing than others, 
and mostly that's because they cleaned up that data. They got rid of the people who were on 
duplicates and weren't really seen or had been seen and knocked off. All that's been tidied up, so I 
think there will be a significant difference between what we've shown the first time and in the next 
three months. 

  In short, it was a first cut. It was a commitment of the government. We've got a long 
way to go, and we shouldn't be where we are on the outpatient data quality. 

 1212  The Hon. J.E. HANSON:  Just revisiting the first question, because I think I asked 
you in a particular light, which was 'What projections do you have for reducing the list?' Can I revisit 
that as an additional: when do you think you will have that projection, and how long you think that 
will take? 

  Dr McGOWAN:  As I say, the government has committed to a $20 million investment 
this year and next year. That will be part of the budget process. That will greatly influence the rate at 
which we remediate the waiting time issue. 

 1213  The Hon. J.E. HANSON:  When will that occur? 

  Dr McGOWAN:  After the budget is— 

 1214  The Hon. J.E. HANSON:  No, I mean when will the reductions occur? 

  Dr McGOWAN:  It depends how much money we put into it, of course. 

 1215  The Hon. C.M. SCRIVEN:  If the $20 million is forthcoming, as promised, when would 
you expect those times to reduce? 

  Dr McGOWAN:  We haven't got that number for you, I am afraid. 

 1216  The Hon. C.M. SCRIVEN:  You don't have any indication or any idea? 

 1217  The Hon. J.E. HANSON:  Perhaps you could take that on notice. 

  Dr McGOWAN:  Yes, we can take that on notice. 

 1218  The Hon. T.J. STEPHENS:  Dr McGowan, a number of people—constituent inquiries 
with regard to health—have gone out of their way to complain to me about the quality of the food at 
the new Royal Adelaide Hospital. Even though it doesn't sound incredibly important, people have 
gone out of their way a number of times to tell me about the appalling food at the new hospital. Can 
you tell me what the plan is to remedy that? We have a magnificent new facility that, sadly, doesn't 
function as it was designed to, and people are really disappointed in basic things like that. 

  Dr McGOWAN:  It's a good question. I acknowledge that it's not to be downplayed. 
When you are in hospital for a whole day, the only thing that punctuates your day is the food, and it 
is very important. Often people don't appreciate the food issues in hospitals and the way diets are 
managed in hospitals. There is food for some people who have swallowing reflexes, particularly older 
people, where the food is thickened, and so on and so forth. 

  There is an ordering system that we know some of the public complaints have been 
about, because people have ordered and have got the wrong thing delivered. We know that people 
should double-check that. If you think that somebody has ordered a couple of boiled potatoes, you 
might take the two seconds to ring up to the ward and check that's what the patient wants. 
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  I believe it has been significantly improved of late. You are aware, of course, that 
this is run by Spotless. I know it's of absolutely no consequence to the patients, but we are working 
with Spotless to improve that, and my understanding has been that there have been absolutely 
significant improvements. There are particular issues with people wanting smaller meals, which are 
dehydrating. I know there is some work going on on smaller meals, which are generally carried from 
the kitchen to the ward, and they dehydrate more if they are smaller. So there is quite a lot of work 
going on around this area. 

 1219  The Hon. J.A. DARLEY:  A lot of patients think the food is okay. 

  Dr McGOWAN:  A lot of patients do think the food is okay. I think the minister has 
indulged himself and was quite impressed. I haven't as yet, but I think, as you made the question, 
you can't underscore enough that meals are the only exciting thing during the day. I mean, you have 
daytime television and then you punctuate it with meals. They are important. 

 1220  The Hon. T.J. STEPHENS:  Dr McGowan, are you confident that you are going to 
be able to get on top of this? 

  Dr McGOWAN:  Yes, it's under improvement, so it's getting better now. There is a 
survey going on in the Royal Adelaide, and there have been significant improvements to date. That's 
not to say that somebody is not occasionally going to get or order a meal that they didn't want to 
order. We know that's happened quite a lot with the ordering system. This is anecdotal, but the nurses 
assume that the younger people are more native to the technology. There was, in particular, one 
famous occasion where a younger fellow ordered boiled potatoes and he got a couple of boiled 
potatoes—and that ended up in the paper. But that's pretty atypical, as I understand it. So I think it 
is improving. It's new systems, it's new contracts and it's new processes, and it needs to improve. 

 1221  The Hon. J.A. DARLEY:  It's the same food as provided at The QEH, isn't it? 

  Dr McGOWAN:  No, The QEH actually provides food for a range of other hospitals. 
The QEH has great kitchens there. This is a new kitchen with a new provider, which means new 
chefs and new teams and everything else, using quite sophisticated systems. I am not making 
excuses. As I say, food is an important part of the hospital experience. Not that we are trying to make 
it a resort, but it is an important part of the wellness of a hospital environment. 

 1222  The Hon. T.A. FRANKS:  I have a specific question on BPD in a minute but, first, a 
generic question about workforce sustainability and stressors. How many people employed across 
the state now in the health system are working 60-hour weeks on average or longer? 

  Dr McGOWAN:  I will have to take that on notice. 

 1223  The Hon. T.A. FRANKS:  And how many over 70 hours a week? 

  Dr McGOWAN:  Okay. 

 1224  The Hon. T.A. FRANKS:  If you could get those broken down. I understand I have 
had reports from people, like in Pathology SA and so on. If you could break it down by the various 
agencies and departments, that would be useful: over 60, over 65 and over 70. 

  Dr McGOWAN:  There are at least three over 60. 

 1225  The Hon. T.A. FRANKS:  Yes, I should imagine there would be. I would hope that 
that will show up in the figures when we receive them. If we could then have an update on the 
borderline personality disorder work and how that's progressing. 

  Dr McGOWAN:  You can talk to that. 

  Assoc. Prof. BRAYLEY:  I can certainly talk to that. During the election, the 
government released a document supporting people living with borderline personality disorder, 
'Fighting stigma and taking action', and the proposal is for $10 million funding over four years to 
establish the specialist statewide BPD service. 

  Prior to my arrival, there was a process where the local health networks were asked 
who would wish to take the lead for this service and Country Health SA's tender was successful. This 
afternoon they are having their first meeting with their reference group, which I believe today it will 
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include one of the lead consumer carer representatives and a lead professional representative who 
has influenced the dialogue about borderline personality disorder services in the state. 

  The process that Country Health have at the moment is the recruitment of a 
coordinator and the recruitment of a clinical leader who will have a key role in influencing what the 
service delivers. 

 1226  The Hon. F. PANGALLO:  Thanks, Dr McGowan. I don't think the kitchen will ever 
win any Michelin stars, but I had reason to be there at the weekend and I would easily give three 
stars to your emergency department for the level of care that we received. I was most impressed. 

 1227  The Hon. J.E. HANSON:  Three stars out of how many, Frank? 

 1228  The Hon. F. PANGALLO:  Three Michelin stars. That's pretty big. 

  Dr McGOWAN:  Very high. 

 1229  The Hon. F. PANGALLO:  Yes, very high. 

 1230  The Hon. J.E. HANSON:  Three Pangallo stars. 

 1231  The Hon. F. PANGALLO:  I was most impressed with the standard of care that we 
received, and ongoing support. 

  Dr McGOWAN:  If I might just say, overwhelmingly the people who visit our hospitals 
get a great experience and are incredibly complimentary about the quality of the care and the effect 
of the clinicians. That's the overwhelming usual experience. That's not to say we get it right all the 
time. We grieve when we get it wrong. Particularly, when people are harmed, it's extreme grief. But 
thanks for mentioning that. 

 1232  The Hon. F. PANGALLO:  No worries. I wanted to clarify, what's happening with low-
level radioactive waste that was stored at the old site? What's the status of that? What's happened 
to that? 

  Dr McGOWAN:  We will need to come back to you. Good question. 

 1233  The Hon. F. PANGALLO:  You mentioned there were issues with the chilled water 
system. You may recall that the Perth women's and children's hospital had issues with their water 
system but it was related to chemicals, namely, the presence of lead in it. 

  Dr McGOWAN:  It had lead in pipes. 

 1234  The Hon. F. PANGALLO:  Yes. Have you done tests on the quality of water at the 
new Royal Adelaide Hospital? 

  Mr FRATER:  Yes, from memory there were tests done on the quality of the water, 
and I'll chase those down. 

 1235  The Hon. F. PANGALLO:  Nothing was found? 

  Mr FRATER:  No. 

  Dr McGOWAN:  At the children's in Perth, the pipes were supplied with a different 
alloy compound and it had lead in the pipes. 

 1236  The CHAIRPERSON:  You will be pleased to know that just about concludes today's 
hearing and questions. There are some questions we will put on notice. Just before we do that, for 
the ease and benefit of your department after this, in relation to Ron Pearson, the new head of the 
Northern Adelaide Local Health Network, the first page of a google search of Ron Pearson New 
Zealand links to a Radio New Zealand item from 21 May entitled, 'Middlemore project process 
"complete disgrace"'. 

  It goes on to describe that the health board of New Zealand that Mr Pearson was 
deputy chief executive of, hid millions of dollars of funds so projects were kept under spending caps 
and that major decisions were not being approved by the board. It goes on to note that the deputy 
chief executive of that health board at the time, Mr Ron Pearson, was not available for comment, so 
I am sure that will be looked into very thoroughly after this. 
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  I have a series of questions, and rather than keep everyone here for another three 
or four minutes, I move that I have leave to table those questions and have them incorporated into 
the record without my having to read them, so we don't sit here for five minutes while I read them in. 

  Moved by Hon. K. Maher. 

  Seconded by Hon. T.J. Stephens. 

  Carried. 

  Questions On Notice 

  Please provide the details of SA Health programs that ended and were not continued at the 
conclusion of the 16/17 financial year 

  What is the percentage of funding provided for SA hospitals by the Commonwealth Government in 
2015/16, 2016/17 and projected in 2017/18? 

  What are the current departmental costs towards the Minister's office projected for 2017/18? 

  Can you update the table provided to the budget and finance committee last year relating to federal 
funding between the states and cuts/budget adjustments? 

  Can you list all ICT projects in the portfolio over $1 million including their budget, short description 
and expected completion date? 

  How many outpatient services were provided across the portfolio in the years 2015/16 and 2016/17 
and 2017/18? 

  What is the breakdown of savings tasks across the Local Hospital Networks? 

  What is the expected budgets of each of the six new proposed Country Local Hospital Networks? 

  Can you list each advertising campaign that has started since the election across the portfolio, 
including the cost, duration, agency and short description? 

  Can you provide the entire executive structure for your agency including names, positions and level 
of remuneration? 

  How is your department going against predicted budget to-date and forecast for the rest of the year? 

  What is the budget for your agency, both the headline figure and broken down by each year across 
the forwards? 

  What is your headlines savings figure across the forward estimates, broken down by each year and 
how have these savings figures changed? 

  How many staff in total, and what is the cost to the agency? 

  Do you have a notional FTE job reduction target that you and Treasury have agreed upon for each 
of those forward estimates years? 

  What is your current FTE cap? Do you think you will exceed it? Why/why not? 

  How many TVSPs have you had (since the election)? 

  What executive termination payments have you made (since the election)? 

  What new executive appointments have been made (since the election)—and what was the 
process? Were they merit based appointments? 

  Do you have any staff on attraction and retention allowances? 

  Can you outline to the committee—in relation to financial year 2017-18, all agencies are required, 
if they establish a view that they might be overspending in a particular area or unable to meet a savings target, they 
have to advise Treasury on a monthly basis—have you advised Treasury this financial year as to whether they have 
any problems with meeting this year's budget? 

  What measures are you implementing to meet your savings target? 

  If you haven't settled on measures, when will you? 

  What is the decision making process to decide on the elements of the savings measures? Have 
you met with the responsible Minister or Ministers about this? 

  How regularly are you meeting with the Minister at the moment? Do those meetings have agendas 
or minutes? 
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  How many excess employees do you have at the moment? How have they been declared excess? 
What is the cost of their salaries? 

  What carryovers are you forecasting, and have you sought Treasury approval for those carryovers 
yet? 

  What grant funding lines does your agency have, and are they under review by the incoming 
Government, or have they already changed in some way? 

  What grant funding have you given out since the election, to which companies and from what lines? 
Are there job numbers or other requirements attached to that grant funding? What clawback provisions do they have? 

  Can you list the consultants and contractors that have been engaged since the election greater 
than $10,000 each and the name of the consultant or contractor, a brief indication of the work they were required to 
do and the precise amount of money expended on them? 

  What allocation of staff and funding has been made to support the Minister's office? 

  What Return to Work claims have been made since the election? 

  What Safe Work SA claims have been made since the election? 

  Has the auditor-general or Ombudsman raised any concerns about any of your processes, 
programs or projects since the election? What are the concerns? How have you responded to those? 

  What new sections of the now-Department for Health and Wellbeing have been established or 
abolished by the incoming Liberal Government? What is their purpose? 

  What election commitments are you tracking? Can you provide a list of all election commitments 
that outlines their current status? How is the Department tracking the commitments? 

  What has your involvement with the Treasurer's review of grants and govt programs? 

  What is your understanding of when the review commenced and when it is going to cease? 

  What is your understanding of the scope of the review? 

  What grants, programs or activities are in scope? 

  Have you been instructed by the Treasurer or anyone from the Treasurer's office to cease providing 
particular grants or funding particular programs? 

  Have you been instructed by DTF to cease providing particular grants or programs? 

  Have you been instructed by your Minister or anyone from the Minister's office to cease providing 
particular grants or programs? 

  Do you have any grants that you would normally provide to community groups, or any other 
organisation, but cannot because of the review, or because of the delay in handing down the budget? What are they? 

  How many staff, both headcount and FTE, are employed by SA Health in the following categories—
as at both 17 March 2018 and 30 June 2018? 

 Medical Professionals 

 Nursing/Midwifery 

 Allied Health Professionals 

 Scientists 

 Dental officers 

 Paramedics 

 All other public servants 

 Ministerial appointments 

For all of these, what is the split between contract and permanent? 

  How many hours of Aboriginal interpreting and translating services have been used by SA Health 
in the last 12 months? 

  Have there been any occasions that an Aboriginal interpreter has not been made available when 
requested? If so, how many times? 

  As per Buthera Agreement, has SA Health entered into agreement with Narungga Nations 
Aboriginal Corporation to establish a governance structure (Narungga Health Assembly) with the aim to progress 
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health components of Narungga's priorities and be responsible and responsive to contemporary health issues working 
towards overall improvement in the health and wellbeing of Aboriginal people on Yorke Peninsula? 

 1237  The CHAIRPERSON:  Justin has a couple of questions, then John has a couple of 
questions on notice. 

 1238  The Hon. J.E. HANSON:  Essentially, it is regarding specialist prostate cancer 
nurses in South Australia. We currently have two. That's up from one, whereas Victoria has 12. Their 
role is to be the first point of contact for newly diagnosed prostate cancer patients. My question goes 
to whether the work of these specialist prostate cancer nurses in South Australia is vital and what 
more can be done to provide additional specialist prostate cancer nurses in South Australia? That is 
question 1. 

  Question 2 is: How much would the additional funding be to reduce public patient 
treatment lists for those with significant progression of the cancer in the interim, to reduce the waiting 
time, for instance, from four months to two months, so the cancer doesn't progress in the meantime? 
What is the possibility of SA funding a research study that would follow up to possibly confirm findings 
of a recent UK study that showed ultrasound techniques to be more reliable in the first line indication 
of prostate cancer than the PSA test that is used currently? 

 1239  The Hon. J.A. DARLEY:  A number of departments have a charge-out rate for 
corporate service functions across the department. You mentioned that there are 30,000 employees 
in your department. Do you have such a figure that you apply as a charge-out rate? 

  Dr McGOWAN:  A charge-out rate for which specifically? 

 1240  The Hon. J.A. DARLEY:  Corporate service-type functions. 

 1241  The CHAIRPERSON:  Thank you for appearing here today. As I said, a copy of the 
transcript will be sent for clerical errors, and there are plenty of questions on notice that we look 
forward to you answering. 

  Dr McGOWAN:  Thank you very much. 

 1242  The CHAIRPERSON:  I declare the meeting closed. 
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