The cardiologists had argued strongly against this closure, as it was pure
cost-cutting and would blow-out cath lab Category 1 and 2 patient waiting
lists even further. Closure of the cardiac outpatients (already with 5-7
month waiting timas) was also enforced at this time, which we had also
argued against (the heart fail.ure unit felt that patient care would be
severgly compromised and more-lives would be placed at risk), and this

closure also occurred.

First Jetfter fo the Premier and ifs affermath

17

18

After we had received no withdrawal of these many “life-threatening”
cutbacks in early December 2003, | wrote fo the Premier and Health

Minister on 16/12/03 (CA5).

[ made the following points to the Premier:

Cardiologists havé been directed that they cannot proceed with immediate
treatment of severe coronary lesions (stent angioplasty) except in
emergencies, but must rebook patients for a second procedure, which
may be three or months later.

Cardiac booking staff have been directed not to schedule elective stent

angiopiasty cases from 1st January 2004, and Queensland patients have

17
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been placed in a holding pattern for an indefinite period until funds

become available.

These changes are against best-practice, put patients at risk of death or
heart attack, delay effective treatment, may require a s=scond hospital
admission and lead to increased costs! They are also in direct violation of
the Quesnsland Health 20-20 document and the Health Outcomes Plan —
Cardiovascular Health: Coronary Heart Diseasa 2000-2004.

Plans are being made to reduce coronary angiography, stent-angioplasty
and cardiac surgery numbers for Central Zone patients, despite increases

in demand in all zones.
I also apprised him of three recent avoidable cardiac deaths (Pts 3-5).

After my letters to the Health Department and Premier did not lead to any
withdrawal of the cutbacks, meétings of all the cardiclogists at PCH from
3" 5™ January 2004, discussed the prospects of the life-threatening
cutbacks which were about to begin, and in desperation they asked that I,
as the Chair of the Qld Branch of the CSANZ release details of the

cutbacks and recent deaths to the media.

The Public Sector Ethics Act (1984) and Code of Conduct (Qld Health

2000) include:

18
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» Employses should also ensure that any conflict between their personal
interest and official duties is resolved in favour of the public interest
e Empioyees should disclose fraud, corruption and maladministration of

which they ars aware
» Employees should exercise diligence, care and attention and for high

standards of administration and health care.

In my view, public disclosure of the unnecessary causation of deaths by ill-
informed and intransigent budget control was in the circumstances fully
justified and even required by the Act and the Code of Conduct. After
repeated attempts to be heard through line management, through letters
to the Premier, through direct face to face waylaying of the Minister, and
senior QH bureaucrats, the need to stem this rising rate of unnecessary
deaths was without doubt the higher public interest. As Chair of the Qid
Branch of the CSANZ, | therefore issued a press release on January 5

2004 to the Courier Mail.

On January 8, 2004, | was contacted by Qid Health bureaucrat Dr John
Scott by telephone who requested an urgent meeting to discuss the
problems | had raised (in my press ralease), and | immediately accepted
his request, anticipating that progress might at last be made. | met with Dr
Scott and Mr. Dan Bergin from Qld Health on the evening of Jan 8, and |

invited another cardiologist Dr Andrew Galbraith to also attend. The

19



meeting began with what would be best described as a vicious verbal
assault which was | felt was clearly intended to reprimand and intimidate
me from ever raising thess issues again. Dr Scott even stated to me “You
come after us with mora shots, and wea'll comé after you”. Dr Scott
refused to comment on my statement that cutbacks would lead to
increased deaths and rejected my suggestion of developing an expert
cardiac committes to diractly advise the depariment. Herewith are
excerpts of minules of the mesting (CA6) which ware made after the

meeting by myself and Dr Galbraith.

Excerpts of the Meeting 5.15pm Jan 8" 2004: Ly 3, Holv Spirit Northside

Medical Centre.

Dr Constantine Aroney (Cardiac Society)

Dr Andrew Galbraith (Invited by Cardiac Society, and Cardiac Society
Member)

Dr John Scoft (Queensland Health)

Mr. Dan Bergin (Quesnsland Health)

JS: "Your letter o the Premisr was offensive 1o Queensland Health
and personally offensive to me” "You made a lot of cheap shots”

CA  “ldon’t consider unnecessary deaths as cheap shots -~ you might”

JS -"We'ra going to investigate the 3 deaths you mentioned”
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review, which 1 supported, recommended that in future patients are
transferred as soon as they are stable. The clinical call as to whether this
patient was stable after the first or second operation would be difficult, as the
patient was very shocked, sa | was not aleri to issues about Dr Patel's inifial
post-surgical judgment needing further examination; the problems with the
boy’s health emerged after Dr Patel went on leave. As to subsequent care, |
agreed with the recommendations that major vascular injuries should be
transferred as soon as possible, so again | did not see a need to get Dr

Patel's views on that.

| agree that the severity of the patient’s condition as described in the 5
January briefing report is difficuit to reconcile with the descriptions receivad
by the Commission fiom e.g. Dr Rashford. At the fime the issue | saw was
that the infiial surgery was appropriate, but the post-surgical care was not.
Reports from the RBH may have given me a different, more damning pictura
of the postsurgical care at Bundaberg. This would not have led me fo
enquire about Dr Patel because, as explained he was on leave before the
boy's condition worsened. Even had | received reports from RBH | doubt |
would have investigated further as to their (foo lengthy) retention of the
patient with Bundaberg because that hospital had accepted that they should
transfer such patients at the earfiest stage possible — i.e., the hospital had
put'in place a policy fo prevent repetition of like occurrences and the Zone
Manager was working with RBH fo ensure the policy worked, as that hospital
woulid be the receiving hospital.

Dr Aroney in his evidence (see the siafement and the franscripts for 10
August and 24 August 2005) makes a number of comments about Dr Scott,
Does Dr Scott dispute the accuracy of those comments?

15.1

19.2

I dispute the accuracy of Dr Aroney's comments. Prior to my commencing
the role of SEDHS, work had been started to develop separate cardiac
services at TPCH, RBWH, and PAH, 1o establish services at Gold Coast and
fo enhance services: at Townsville/Cairns. | belisve this approach is
appropriate given that Queensland is a decentralised state andireating
patients close to where they live is the ideal both in terms of patient
convenience (thereby ensuring that patients are likely to attend for
treatment), and also to provide equity of access.

Dr Aroney makes reference to Queensland's coronary mortality rate. QH's
approach was to address all facets of cardiac disease not just coronary
artery disease. As well as coronary artery disease this requires an approach
to heart failure management; rheumatic heart disease; and congenital
conditions. To comprehensively address these matters it is also necessary
to consider environmental, Ifestyle and risk factors: access to primary
treatment services; prevention approaches like diabetes and blood pressure
management; access to secondary level diagnostic sernvices to identify and
treat conditions before serious outcomes develop, and access fo tertiary
level treatment. The responsibility of any health department is to ensure all of
these factors are addressed. QH is required to allocate funding within its
budget. The funds available to QH are not unlimited and must be used to
address all aspecis of public health management. To give a
disproportionately high level of funding to tertiary treatment services using
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percutaneous coronary inferventions in one location is to condemn more
people to developing what are often preventible conditions and probably to
allow more preventable deaths than those to which Dr Aroney refers. Dr
Aroney's view that QH's approach was simply to take services away from
TPCH is deeply flawed.

| believe that the development of a properly organised cardiac service across
the state was the appropriate direction to take in providing the best possible

cardiac care in Queensland.

The first round of cuts to which Dr Aroney refers (Statement page 3), was not
a cut in funding but a reallocation of funds from TPCH to the PAH atfter
construction of cardiac catheter laboratory and other facilities at the PAH.
After the construction of the cardiac catheter labaratory, the level of activity
funded at TPCH and the PAH was determined based on population figures.
Any perception that there was a cut in funding io TPCH was not real as
patient freatment aclvity had moved, with funds, to PAH from TPCH ie.,
patients who were historically treated at TPCH were now treated at PAH. QH
was not reducing services across the state and TPCH was sill receiving the
same amount per patient treated. In fact QH put significant extra amounts of
funding into cardiac services in the 2003/4 financial year - an extra $1.86
rnillion into the RBWH; $4.5 million into TPCH; $1.44 million into PAH to build
the extra catheter laboratory and other facifities and $1 million for ongoing
work, $290,000 into Townsville, and $5.1 miltion into the Gold Coast. In
addition approximately $1 milion exira beyond the population-based
estimate was put into TPCH budget based on work done by an independent
external consultant Mr Jim Lowth {currently assisting Mr Peter Forster).

' was not involved in the issues Dr Aroney describes prior to Novemnber 2003
as | was not in the SEDHS position at that time. { was in fact State Manager
of Public Health Services, working at the state and national levels to reduce
smoking rates (a major cause of coronary arfery disease); respond o some
of the highest rates of childhood obesity in the world (a risk factor for heart
disease); improve nufrition and physicai activity (risk factors for heart
disease) across the population, and fo improve remote aboriginal community
Iving conditions (risk factors for theumatic heart disease). My budget to
address these issues was about 1% of the total health budget, giving little
chance of adequately responding to these major health determinants and
making me very aware of the need for a balance in terms of how funds were
allocated to respond to heart disease, '

Dr Aroney refers to a cut in activity at TPCH in 2003 of 300 cardiac surgical
cases, 500 angiograms, and 98 angioplasties/stents” (Statement page 3).
This reduction in activity was part of the transfer of funds and activity to PAH
referred to above which toock effect on 1 July 2003. While the budgeted
activity at TPCH reduced by these levels, the budgsted activity at PAH
increased by 300 cardiac surgical cases, 580 angiograms, and 140
angioplasties/stents. As such there was no reduction across the two
facilities, in fact there was an increase of 80 angiograms and 44
angioplasties/stents with cardiac surgical cases remaining static. Activity
across the state in 2002/03 was 2720 cardiac surgical cases, 6238
angiograms, and 1427 angioplasties/stents whereas for 2003/04 it wag 2708
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cardiac surgical cases, 6394 angiograms, and 1724 angioplasties/stents.
Again, there was no reduction. Rather there was an increase of 303 cases
(and an increase from 200102 of 766 cases).

Dr Aroney suggests that there was a second cut in activity announced for 1
January 2004 (Statement page 4). There was in fact no cut in activity in
January 2004. In November 2003 the district of which TPCH was a part,
had provided figures indicating that they would be over budget for the
financial year by approximately $2.2m. This was caused in a large part by
the fact that cardiac interventions were being performed at a greater rate
than was allowed for by the funding that had been provided to TPCH. Dr
Aroney would have been aware of the level of activity that was funded and
that he was exceeding this lavel of activity. TPCH was reminded by QH that
they were obliged to limit themselves g the new level of activity which had
been funded. It was not concemed that the procedures at TPCH were
unnecessary, but fo ensure equity across districts. These are obviously
difficult matters. This is what Dr Aroney refers to as the second round of cuts.
There was in fact no cut in activity at this time. In fact funding fo TPCH in the
2003/04 financial year, for coronary related inventions, increased above the
baseline budget by at least $1.45 million.

Dr Aroney talks of a third cutback in September 2004 (Statement page 6). |
was not involved personally in this issue as | was on long service leave from
July to Ocfober 2004, Again there was no cutback but a retum io baseline
activity after the one-off exira funding ($20 million to reduce elective surgery
waiting lists) provided after the election of early 2004.

In fact, the available budget was sufficient to aliow 57 procedures per week
fo be performed and that is the level 1o which activity was limited. When
further funds were made available in January 2004 as part of the 2004/05
$20 million funding increases, further work was able to be undertaken.
When this funding had been expended, activity level was reduced to the
budget level of 57 procedures per week. There was no decrease in funding

activity below the budgeted Jevel.

Dr Aroney suggests that subsequently in January 2005 the hospital realised
that they weren't doing enough to get funding, because funding is based on
activity and these activity cuts were then withdrawn in January 2005 and the
numbers were pushed up in order to obtain the appropriate funding for
activity ~ t 3948. In fact in January 2005 extra funding became available,
Some of this money went to TPCH, allowing activity to be increased from 57
to 85 procedures perweek. Dr Aroney's suppositions about the reasons for
the increase in activity in January 2005 are totally unirue.

The matter of what activity budget allows compared to what is needed due to
clinical demand is a major problem across the world and crestes hugely
difficult decisions for poliicians, administrators and clinicians.  Available
funds must be spread across services from the primary to the tertiary lavel,
from prevention to treatment, from neurology to podiatry, from the north to
the south of the state, from hospitals to the community. The administrator is
uniquely placed to be aware of il of the impacts of non-availability of optimal
resources, the deaths that occur and the frietratinne nf mmd e oo - o
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resolrces tp respond comprehensively, The administrator js required tp
allocate the available budget appropriately, always knowing that not all
People will get the services they nead. This can often be a thankless task
which resylts in criticism from people such as Dy Aroney, who only consider
their particytar area of interest,

19.12 Dr Aroney met with me, accompanied by Dy Andrew Galbraith and My Dan
Berginon 8 January 2004, He has made allegations of bullying against me at
that Meeting. | reject the allegations that | bullied Dr Aroney at that Meefing
Or on any pther OCtasion. Befpre the Meeting Dr Aroney chase 1o go to the
Media, and 1g proclaim that Queensland Health administrators did not care if
PEOple died but was driven by budgets. He had not taken the time to meet

19.13 Hjs recallection of the events of the meeting (as contained in his statement)

19.14 At the meeting | trieq ¢ talk through g range of issues with Dr Aroney. |n
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18,15 | later wrote twice to Dr Aroney saying | would appreciate the Cardiac

19.16

1817

18.18

18.19

19.20

Sociely's view on how they believed we should allocate funding in the south-
east corner. He did not help us with this. He replied asking for staffing
numbers, budgets, numbers of patients etc. At my initiative, Dr Buckiand
and | met with members of the Cardiac Society to address this and cther

issues.

Dr Buckland and | went to the meeting with the Cardiac Society on 15
February 2004 to hear what the Society had to say and to share information.
From the first presentation we, and the QH position, were attacked. Steve
Buckland said that we were happy to hear people's points of view but we
weren't there to be personally attacked. 1 reject the allegation that we had an

on our part. To the contrary, Dr Buckland and | remamned after the formal

'meeﬁng Speaking with participanis. | subsequently spoke further with one o

two of the participants to follow-up themes presented.

The first speaker at that meeting, who is mentioned by Dr Aroney in his
statement, Dr Darren Walters, has since been promoted fo the position of

malice, bullying or victimisation and | am happy to have on record my
appreciation for Dr Walters’ actions as Director.

Dr Aroney raises the issue of publication of waiting lists for coronary
angiograms and cardiac defibrilators. These lists were not published
because they did not form part of the national reporting reguirements for
elective surgery. This is however a decision for government and not QH. If
the government decides that they wish to have additional watting lists
published, this will be done by QH. Data was collected and used within the
depariment. Had the government wished to use it publicly it was available.

Dr Aroney refers to an inquity into three deaths, completed in
January/February 2004. He disparagingly refers to the two authors as QH
bureaucrats although they were in fact the Deputy Medical Superintendent of
the RBWH and the Deputy Director of the PAH Emergency Department. He
says he feared that the internal enquiry would be a whitewash. In fact the
report made three recommendations regarding inter-hospital referrals,
bookings of procedures, and a review of the implantable defibrillator waiting
lists at different faciliies to ensure that there was consisiency of
categorisation and potential for referrals of patients betw=an TPCH, RBWH
and PAH depending on dlinical urgency. It was not released publicly as it
contained information on the deceased patients that was identifiable and the
recommendations in the report were implemented.

Classification of patients as Categories 1, 2 or 3 between PAH, RBWH and
TPCH was problematic given that different criteria seemed tc be used at
each hospital. Dr Aroney in his evidence to the Commission Iabels thig
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ensure that patienis referred for cardiac services could be efficiently
managed across the three Brisbane facilities fo ensure that pafients were
seen in whichever facility could ensure their treatment first. In particular the

" DG noted “Executive Management at PAH advise they have immediate

18.21

1922

18.23

18.24

19.25

160.26

capacily to address patients on the Prince Charles Hospital angiography
waiting list”.

At the same time work was being done to establish the Clinical Coardination
Centre and to establish a contract (subsequently signed with Care Flight) to
enhance our capacity io refer people, by air if required, fo facilities for
appropriate care and fo ensure that the first available bed was used. Our
response was fo increase the numbers of interventions provided and the
ability of peaple in peripheral areas to be fransferred when they need it. This
work around transfers was not just about cardiac care but also involved
intensive care, general surgical and medical processes and other key

emergencies.

As | have stated, an extra $11,250,000 was put into cardiac services across
the state in 2004/05 and an extra $17,330,000 will be allocated in each year
from 2005/06 onwards. Dr Aroney's statement that QH was either
deliberately trying to precipitate a crisis by enforcing cutbacks or was guilty of
culpable negligence as managers, is totally baseless and unfrue. |
absolutely reject Dr Aroney's comment that suggests cutbacks occurred as a
punishment against the hospital for his stance on speaking out about deaths

of peaple on waiting lists.

Dr Aroney accuses me of labelling him as dishanest on radio and television. |
do not recall saying such things and do not expect that | would have done so.
! did however disagree with the view he was putting forward in the media. Dr
Aroney says that other clinictans were unwilling to go public. In fact | believe
the clinical staff at TPCH were becoming tired of Dr Aroney's constant
sniping. They told me in a mesting with them that they just wanted the issue
to setfle down. 1 believe that members of the clinical staff may have had a
quiet word with Dr Aroney around this fime to suggest that it was time for

things to be allowed fo settle.

Dr Aroney refers to my comments on the ABC Stateline programme and
implies that | lied when asked if cardiac catheter iaboratory work was
plannad to be reduced to 57 procedures per week. The baseline of activity in
the laboratory was always 57 and | stand by my comments.

The Maher Report was released in late February 2005, though Dr Aroney
says that the Report was not released until April 2005. In discussing the
Mahar Report, Dr Aroney accuses QH management of media bullying and
making a thinly veiled attack on ihe iwo dedicated cardiologists at TPCH
(Denman and Walters) who perform these life-saving procedures, as well as:
a vindictive affack on the hospital itself. | have nothing but respect from
these two doctors and have spoken to both of them and Jndlcated my support

for their work.

In discussing his resignation, Dr Aroney talks of QMH's cavalier attitude to
unnecessary deaths and says that QH's stated intention of establishing mare
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cardiac committees without increasing activity was iofally inadequate. He
- also says that he felt QH's continued failure to consult the CSANZ on
important issues and QH's dismissal of the advice provided in CSANZ's
submission meant that progress appearad unifkely. Dr Aroney was however
invited in April 2005 to participate in a meeting on 5 May 2005 to develop a
strategic approach o cardiac services in Queensland. He also spoke in
early 2004 of the need to have an expert cardiac committee for Queensland.

19.27 Dr Aroney says that | threatened io punish TPCH and made him fear for his
job. These allegations are untrue. So iz his allegation that TPCH “cuts’

were as a punishment for his speaking out.

The Commission website contains a number of discussion papers. What
comments, if any, does Dr Scotf wish to make about those papers?

| have not had time to prepare a response to this question and 1 rely on the
Momis Commission's lefter of 30 August 2005 in this regard. | am happy to

deal with any specific questions in my evidence.

20.1
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Meetine 5.15pm Jean g5 and:  Lwl 3. Folv Soirit Northside Medical Centre,

Dr Constantne Aropey (Cerdis= Sasiey)

Dt Andrew Gelbrzith {Invied by Cardiac Seizy, znd Cerdias Sooicty Member)
Dr john Seon (Quesnsiand Hzalh)

Mr Den Bergin {Quasnsiand Heahb)

CA:  “Thankyou for coming o hewr o mnsma”

18 *Your lenzrio the Premicr was pifensive 1o Quesnsiend Hslth end perionally
offensive 1o me™  “You mede 8 lot af cheap shows™

cA  “Tdon't eonsider unnesessary deaths as cheap shots - you might”

15 - “We'r= poing toinv=sigais tha 3 deaths you mentiop=d™
CA - “investipus the deathe, bt romeme ths Candias Socicty is an advocate for our
paticots, and we will contzue 0 metiter all Sepns and rapors trem.”

18 - *You coms after us with mors shots; pad we"}] comz efter you™

15 - Stated that thes wes insr=zszd fmcng in sasiacrisk prevoution stalemizs, planned
cath tab at Gold Cosst Hospitel, in=ased sogery w2 PAH.

AQ:  Stad that $he commizss formed 10 fasiine m tnorzass in roizraly w PAH @
increase the size of the cardias serice! vais, hed aot tken inwo acsoumt 8 nzw cath labat
the Gold Coast Hospite, That fonward pismr=ag was defigient.

15:  Agreod that forward thet the sddiion ¢F referzals fom the Gold Cosst Hospite!
had not been factored intg the sguetizn

Would not pit A me2IoTim en reducing engiography, esgioplesty ar SWTECY
numbers 81 PCH.

Staled (hat & —erdiac swrpzon b spoketog, f=} differ=nlly ebout managing high
risk aculs coronzry syndromss, and that surgzons sheuld manegs thess patisats and wsat
them with surgery snd nnt sLe=%s.

CA:  Stmied that k= wes wmlly tnoorect. Puintnd eut the leck of communtization
brrween cxpe cartiologists and Qld Health, end recomemendsd the e mation ofan
zxper advisory commaitss. :

15:  Would pot sgres Lo formation of an &xp=rt committzs [ assist in cardisc servicss
Sipted (hat previous commitsss hed disegreed on (oo meny issucs.

AG: Wenave shown 30% reduction in readmissions with commurity nurses trained in
menaging heest failure padents. We need 8 sintewide stratcgy for managing cardiac
failure,

JS:  We ngroe with incronsing comrounity nusing sralemies in beart failure

CA:  *The planncd reduction in cardisc services at PCH will lend 10 insr=ased derths in
the Ceniral Region.™ 1S did not comment
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been restricted----- 1

COMMISSIONER: You did nothing?-- I felt that we should wait
until the outcome of the clinical audit.

All right.

MR FREEBURN: So, you basically awaiting an independent
investigatiocn?-- Yes.

10
Thank you.
COMMISSIONER: Thank you.
MR BODDICE: I understand Ms Dalton—--—--
COMMISSIONER: That was a long 20 minutes.
MR BODDICE: I understand Ms Dalton has a couple of guestions
- she's indicated----~~ 20
M5 DALTON: I promise I will be five minutes, Commissioner.
COMMISSIONER: I don't think you should promise. Go on.
CROSS-EXAMINATION:

30
M5 DALTON: Mr Bergin, I am Joan Dalton. I act for John
Scott. I would like to take you to one topic and that is the
meeting that occurred on the 8th of January 2004 between
yourself, Dr Constantine Aroney, John Scott and Andrew
Galbraith. I think you were asked some questions about that
earlier today?-- Yes.
Dr Aroney says that at that meeting John Scott bullied him;
that is, bullied Dr Aroney. Can you comment on that for me, 40
please?-- That wouldn't be my assessment of what occurred. I
believe that there was a very robust discussion of equals
standing toe to tece, so to speak, and having that robust
discussion.
When you say "equals"™, you mean Dr Aroney and Dr Scott as
equals———--— ?--  Yes.
————— having a robust discussiocn?-- Yes.

50

All right. Was there - to your observation was there any
intimidation of Dr Arcney by Dr Scot:f at that meeting?--
Well, look, I'm not an expert. I can only give a layman's
view, but my impression of Dr Aroney was that he was not
intimidated in any way-----

And-—=-—-- P e by anything that Dr Scott said.

XXN: MS DALTON 6059 WIT: BERGIN D 80
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He gave as good as he got, didn't he?-- That would be my
view, yes. ‘

Now, Dr Aroney says that after that meeting there was a press
conference. Are you aware he says that?-- I have - I
understand he has made that statement, yes.

Did you go to that press conference?-- No.

Did you speak to the press at all after that conference?--
No.

Were you ever asked whether at that conference Dr Scott
bullied Dr Aroney and did you ever give an answer, "I don't
know, I must have been at the bathroom at that time."?2--

Certainly not.
How would you describe that allegation?-- Bizarre.

Do you recall yourself being on the receiving end of
allegations from Dr Aroney that you didn't care if people died
on Queensland Health waiting lists?-- I understand that

Dr Aroney made that in relation to the meeting that - where I
addressed the doctors out at Prince Charles Hospital-—-——-

Yes?—-—- ~————- the 60 doctors. I can't - I can't recall that
particular set of comments or statements by Dr Aroney, I must

admit.

You don't recall him making that allegation about you?--— At
the time at that meeting?

Yes. Well, at any time?-- I can't recall that, no.

You'd agree with me, I think, that any sincere person working
in Queensland Health would be angered by such an allegation?--
Well, it's very offensive. It's - people might have concerns
about the way in which things are done, but to sort of impute
theose sort of motives i1s pretty offensive, in my view.

Thanks, Mr Bergin. Thank you, Commissioner.

COMMISSTONER: Thank you. Mr Boddice?

XXN: MS DALTON 6060 WIT: BERGIN D
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in Australia, the Public Health Association of Australia Inc (PHAA) provide
for the exchange of ideas, knowledge and information on public health. Tt
Association is also involved in advocacy for public health palicy, developn
research and training.

Membership is open to any person who is supportive of the objects of the

These are:

® to encourage research and promote knowledge relating to the problenr
and development of public health;

& {o promote and provide a forum for the regular exchange of views and
to promote the development and education of public health workers:

® to promote, maintain and extend the interests of PHAA's Branches, Sg
Interest Groups and any affiliated organisations;

to promote excelience in public heaith practice; and
to advocate the objects and policies of the Association.

As PHAA has a national and multidisciplinary perspective on public healtt
able to make a major confribution to the public health debate in Australia |
representation on governmeant boards, commitiees and other decision-ma
such as the National Health and Medical Research Councit and the Austr
Institute of Health and Welfare. PHAA members also sit on many state an
committees contributing to a broad spectrum of public health issues.

PHAA members aiso contribute o the development and execution of pub}
policy in Australia, and in particular bring their experience and expertise i«
development of policies for the Association. These policies are conside
annual general meeting of the membership, and if endorsed, become the
public health action for the association.

PHAA has Branches in every state and territory. Membership of more thz
individuals spans the health spectrum and over 40 public health related o
are represented. PHAA has fourteen Special Interest Groups for membe
with those who have similar interests and passions, to exchange informat
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develop policy positions and papers.

PHAA has links with public health associations world-wide and is an activ:
the World Federation of Public Health Associations.

The Association produces a bi-monthly academic refereed journal, the Ac
and New Zealand Journal of Public Health, which disseminates public |
research and ideas throughout Australia and internationally.

The Association's newsletter, In Touch, published bi-monthly, is the focus
health news and events in Australia.

PHAA undertakes project and conference work on issues such as immuni
public health workforce and training and knowledge development in healtl
and reporis on these topics and many other are available from the nation:
secretariat.

. National Office Contacts

Executive Directar

Pieta-Rae Laut email: plaut@phaa.net.au
Executive Assistant

Carol Kemmett email: phaa@phaa.net.au
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Sydney Sax Public Health Medal Winners

The Public Health Association of Australia, in 2000, initiated the first Public Healt
This Medal was designed to be the Associations pre-eminent prize. The Medal is
every year. To be eligible a nominee must:

- Have a proven track record in the advancement of public health in Australia,
- Be an Australian citizen or resident; and,
- Have undertaken his/her activities in Australia.

The criteria for the Medal are that nominees will have actively engaged in work o
Australia designed to achieve one or more of the following:

- Protect and promote public health in Australia;

- Promote mulii-disciplinary approaches to designing public health solutions and :
public health problems; _

- Advance community awareness of pubiic health measures and outcomes and t!
of inadeqguate public health respaonses; and, :
- Advance the ideals and practice of equity in provision of health care (equity defi
equal care for equal need).

in 2001 the Public Health Medal was re-named the Sidney Sax Medal in honour
Dr Sidney Sax. For further information about the Sidney Sax Medal click on XX.

winners of the Medal are;

Dr Neal Blewitt - The inaugural Public Health Medal, iater renamed the Sidney £
was awarded to Dr Neal Blewitt in 2000 for his record of advancement of public
Australia.

Professor Mary Sheehan - Was awarded the Sidney Sax Medal 2001, in recogr
involvement in teaching. education, research and service in promotion of public ¥
the past twenty years.

Professor Judith Lumley - Was awarded the Sidney Sax Medal in 2002, for het
two decades of work dedicated to the promotion of public health and for her effor
improving maternal care in Australia.

Professor Annette Dobson - Was awarded the Sidney Sax Medal in 2003, for b
dedication to public heaith education and commitment to developing integrative &
disciplinary approaches to solving public health problems in Australia and overse

Associate Professor David Legge - Was awarded the Sidney Sax Medal in 20(
pioneer work in community participation in health services in Victeria and his con
a wide range of health policies including regionalisation of community health, anc
Health Council’'s Program.



Dr John Scott
Nominee for the Sidney Sax Public Health Medal
2005

Biography

Dr John Scott graduated from the University of Queensland with a MBBS in 1978, and
completed a Bachelor of Economics at the University of New England in 1894. He holds a
postgraduate Diploma of Obstetrics {1980) and a Master of Applied Epidemiology from the
Australian National University (1994). He is a fellow of several professional colleges, the Royall
Australian College of General Practitioners (1988), the Faculty of Public Health Medicine, Royal
Australasian College of Physicians (1994) and the Australian College of Tropical Medicine

{1995).

After completing his Resident Medical Officer training at the Royal Brisbane Hospital (1977- -
1978), Dr Scott finished his training as a General Practice Regisirar at the Toowoomba General
Hospital {1979-1980). He then spent over ten years in general practice at the Ingham Medical
Centre in North Queensland (1981-1891). During this period, he acted as State Government
Medical Officer for Hinchinbrook Shire, and Shire Medical Officer of Health and Designated
Medical Officer for the Civil Aviation Authority. He aiso chaired the Ingham District Wetfare
Council and was a committee member for the Queensland Ambulance Transport Brigade and
the North Queensiand Sub-Faculty of the RACGP. In addition, he held various other honorary
positions, including Medical Officer for the boxing and swimming clubs. Dr Scott also spent
some time as a locum Medical Officer with the Royal Flying Doctor Service in Cairns {1991-

1992).

Dr Scott then went on to undertake postgraduate studies in epidemiclogy and completed his
training as an Epidemioiogy Registrar with Queensland Health {1992-19294). Over the last
twelve years he has held a number of senior management positions responsible for various and
then all aspects of public health throughout the arganisation, namely:

= Acting Director of Communicable Diseases Branch {1994-August 1995)

» Co-ordinator, Public Health Unit {(PHU) Network — responsible for establishing Queensland's
first network of 5 public health units (February-May 1995)

» Assistant Regional Director, Communily and Clinical, at the Brisbane North Regional Health

Authority (August 1985-January 1996)
» Acting Director, Public Health in the Division of Public Health Services (January—October

1996)
« State Manager, Public Health Services, {(October 1396-November 2003)

» Seconded to the position of Acting General Manager, Health Services {November 2003)
= Senior Executive Director, Health Services Directorate, following an organisational
realignment (from July 2004)

Personal Attributes

Dr Scott is highly respected professionally and personally within the field of public health in
Queensland and nationally, the Queensland health sector more broadly, and by key partners of

Queensland Health.



His leadership skills, including key strategic, analytical, advocacy, problem solving, decision
making and communication skills, have been instrumental in shaping public health practice.
statewide in Queensland over the past 10+ years. This has included raising the profile and
importance of public heaith within the broader health system and with other government
departments, securing significant additional investment in key and emerging public health
programs, and ensuring that its place within a contemporary heaith system has become well

understood and well respected.

This has been achieved, in large part, through a strong commitment to parinerships with a wide
range of health and intersectoral partners throughout his career, and through the trust he has
gained through two Directors-General and three Ministers, to be able to clearly define the
problem and the solution, and with their agreement, to go away and deliver on that solution.
This has been instrumental in the growing confidence in, and investrment in the public health

function in Queensland.

A great strength of Dr Scoit's is his personal values and his management and leadership style,
which clearly supports the development of strong, capable public health leaders, fosters
managers and staff who are excited by the opportunities offered by strategic thinking and sound
business cases for service improvement, and where he communicates his confidence and trust
in the abilities of his unit and netwark Directors and their staff. In return, he has enjoyed the
confidence and support of staff in his ability to lead and deliver on the shared vision for public
health services within Queensland. In addition, Dr Scott has shown amazing capacity to
maintain the energy required to address obstacles, and resilience and good humour in the face
of a daunting workload, ever-present political pressure and diverse public health challenges on
a regular basis, all in the context of broader health care systemn challenges and demands.

Key achievements and supporting testimonials

Since Dr Scott commenced his career in public heaith, his unwavering vision, leadership, ethical
approach, professionalism and sirong advocacy have inspired and motivated a broad cross
section of people, as a true transformational leader in public health. He has been responsible
for, or a key player in, a broad range of significant achievernents within Queensland and across
Australia, spanning a diverse range of public health challenges from communicable disease
issues to nutrition, injury, environmental health and social determinants of health.

In his refatively short time in the role of Senior Executive Director, Health Services, a role in
which he has been responsible for alf aspects of health service delivery provided or funded by
Queensland Health, he has alsa brought a clear public health perspeciive fo the key challenges
for clinical service delivery. In doing so, he has provided a sirong population based focus on
key reform areas, including action on avcidable hospital admissions, a strengthened primary
health care capacity, action on Indigenous health, the interface between public health and
clinical service delivery, and equity and accessibility in the provision of health care. A summary
of the some of the key achievemenis in relation to the criteria is provided below.

1. Protect and promote public health within Australia

Dr Scott has demonstraied strong and consistent leadership at both state and national levels to
enable the following key achievemenis:

FPublic health leadership

« Establishment of Public Health Services as a statewide service of public health functions,
consisting of statewide units with policy/program coordination functions and regional-based
public health unit networks. Dr Scott's leadership brought together a disparate group of



professions and business units into a strategically focused service, encompassing policy
development, regulation, surveillance and service delivery - with a shared vision and clear
pricrities, with an appropriate balance in relation to delivering on major national and state
priorities, strengthening consistency and quality practice across the state, while at the same
time being responsive to local needs and acknowledging local capacity and opportunities.

This has been achieved through the implementation of a system for strategic planning,
monitoring and reporting, based on key outcome areas providing three year, outcome
focused plans which are directly linked to resource allocation processes through a Board of
Management and implementation of a quality improvement agenda based on the Australian
Business Excellence Framework, now part of Standards Australia. The statewide model for
delivery of public health services has involved a level of integration not seen to the same
extent in other jurisdictions and is now well respected by public health professionals and
administrators within Australia.

Frovision of a strong public health focus to the development of Queensland Health's vision
for the future, Smart Stale: Health 2020, the development of its implementation process
Integrating Sirategy and Performance (ISAP} and the reworking of the organisation’s
mission, vision and strategic intents. 1t was no accident that four of the seven key sections
of Health 2020 clearly acknowiedge the importance of disease prevention and health
promotion, a whole of government approach addressing the underlying determinants of
health and illness, and the role of the health system as a ‘leader for health’ as well as
provider of health services.

Increased investment in public health

Strong leadership in securing significant additional investment in public health services

within Queensland has included:

o growth in core public health capacity (ie. statewide units and public health unit networks)
from approximately 400 positions when Public Health Services came together in 1996 to
approximately 750 at the time of this nomination in 2005. During that time, the budget
has also doubled.

o Investment enhancements have extended across a broad range of areas including
needle and syringe availability, drug courts, [ndigencus public health and primary health
care workforce, nutrition and physical activity, tobacco control including environmentat
health workforce enhancement to support tobacco legislation enforcement, food
regulation reform, school based youth health nurses and enhanced communicable
disease preparedness and response capacity

o advocacy for the collaborative stateffederal funding for the establishment of three new
public heaith units in western Queensland (Mt Isa, Longreach, Roma and Charleville).
Prior to this, there had been no offices beyond the eastern seaboard and Toowoomba.

o most recently, as part of the 2005/08 budget, substantial additional resources in public
health and related primary health care capacity in key public health issues have been
secured in relation to;

- chronic disease prevention (nutrition, physical activity, alcohol and other drugs)

totalling $37.7M as part of a $151M chronic disease package over four years and
culminating in an additional recurrent investment of $13.3M per annum from 2008/09.

- tobacco control (an additional $4.5M per annum recurrently); and

- Indigenous health {($89M over four years) for the priority areas of chronic disease
prevention and early intervention, cervical screening, sexual and reproductive health,
alcohol and drug misuse, environmental health and children and young people's
health, again culminating in an additional recurrent invesiment of over $26M per

annum from 2008/09.



Public health tegisiation

* Leading the substantial reform of Queensland's public heaith legislation in the areas of pool
fencing, safer housing (thermostatic mixing valves to reduce the risk of scalds from hot
water to children aged 0 to 5 years, Child Safe Housing guidelines for public housing,
building standards), public health, food safety and tobacco control.

A national leader

« Leading activity where Queensland has been a national leader in a number of fields,
through the development of new areas like programs for nutrition, physical activity and
school-based youth health nurses, development of statewide information systems inctuding
NOCS (nctifiable conditions) and VIVAS {vaccination information and vaccine administration
— ahead of the national ACIR), and in achieving significant performance improvements in
areas like immunisation and breast cancer screening in a state with the geographic,
Indigenous, GP access and other challenges.

= Longest serving member on the National Public Health Partrership — past Chair, Chair of
SIGNAL (nutrition), Co-Chair of SIPP (injury) and a key advocate for collaborative national
action on a broad range of public health issues, for example, food reform, the role of general
praciice in population health, public heaith surveillance, and food supply and access in rural
and remote Indigenous communities.

2. Promote multi-disciplinary approaches to designing public health solutions
and solving public health problems

From his broad-ranging training and experience in multiple aspects of public health, combined
with his high level understanding of public health problems, Dr Scott brings a clear vision about
innovative solutions required to solve public health problems and is a strong advocate for
multidisciplinary approaches. This operates at multiple levels, both within the public health
workforce itself, practitioners across the health continuum and intersectorally. His strong
commitment to working in partnership both within the health sector and intersectorally,
combined with his strong and sustained advocacy at multiple levels, has enabled significant
progress towards achieving a shared vision. This is well demonstrated through:

« creation of the network of multidisciplinary public health units across Queensiand in the
early 1980s. This brought together small numbers of existing health prometion and
envircnmental health staff and added public health medical officers, public health nurses
and data managers, and over time pubiic health nuiritionists, immunisation nurses,
epidemiologists, entomologists and vector control officers and additional staff in all existing
disciplines.

* promoting the importance of drawing on the value of different perspectives in planning and
priority setting through the establishment of a statewide mechanism for strategic and
operational planning which brings together multidisciplinary teams from zcross relevant
statewide and public health unit networks into outcome areas teams which are responsible
for leading annual planning and review for each program area (eg. envircnmental health,
injury).

» refocusing Queensland Health's vision for the future to clearly acknowiedge the integral role
of disease prevention and health promotion and whole of govemment role in addressing
underlying determinants of health and illness, as outlined in Smart State: Health 2020

» establishment of the Queensiand Public Health Forum, consisting oft8 member
organisations (including commonwealth, state and local government, key professicnal
associations, other state government departments and non government organisations, the



university sector, Queensland Division of General Practice, Inc. and Indigenous health) with
a commitment to improve public health outcomes through a partnering approach. The
Forum has continued to grow in importance as an effective mechanism for joined up action
across the diverse health and related sectors in Queensland.

« establishment of formal partnership agreements and work programs with local government
and Education Queensland

* supporting, advocating and securing resources to develop a stronger role for health impact
assessment in policy, major infrastructure projects, land-use planning and program
development, which involves hamessing the skills of diverse disciplines including such as
scientists, urban, town and sociat planners, social workers, etc.

» establishment of a statewide health surveillance network to more effectively work with and
support muttidisciplinary public health practitioners with a broad-based focus across the
communicable disease, chronic disease and underlying risk and broader social

determinants.

3. Advance community awareness of public health measures and outcomes and
the real cost of inadequate public health responses

Dr Scott has made a significant contribution to increasing community awareness of public health
issues, measures and outcomes by initiating the development and accessibility of improved
information on health status and health determinants at zonal and district, local government,
general practice and community organisation levels. Health Indicalors for Queensland (2001
clearly brought together and identified for the first time the significant contribution to ill health by
common risk factors, and the burden of ill-health experienced predominantly by the socially and
economically disadvantaged. Health Delerminants Queensland {2004) clearly pulled together
for the first time the impact of these factors and the ways we could intervene to address the
inequity. Dr Scott’'s commitment to progressing a systermn wide understanding of the social
determinants of health and the role that the health system has to play in relation fo these issues
has been critical in moving this agenda forward. These reparts have been instrumental in
progressing a shared understanding of the social determinants of health as a platform for
intersectoral action and have been widely used in planning, priority setting, and partnership
development by these stakeholders.

He has been a strong and consistent advocate within Queensland Health, with General Practice
through his long term active participation in GPAC, the General Practice Advisory Council, and
across government more broadly in increasing broader awareness of the risks of failing to invest
adequatetly in public health responses. This has been demonstrated by significant increases in
investment across a broader range of program areas as mentioned above, as well as additional
investments in other portfolios such as education, transport (active transport}, local government
and planning (Indigencus environmental health) and emargency services (safe communities),

4. Advance the ideals and practice of equity in the provision of health care
(equity defined as equal care for equal need)

Over an extended time period, Dr Scott was responsible for raising awareness of the social
determinants of health across the health sector and the need for ameliorating the effects of
social disadvantage and exclusicn in reducing health inequalities. His success in this area is
demonstrated by ensuring that the strategic agenda for Queensland Health, as articulated in
Smart State Health 2020: Directions Statement, clearly reflects the social determinants of

health.



Dr Scott has also championed the need to improve Indigenous health. In the late 1990s, he
established a core of dedicated Indigenous positions within public health unit networks to
address environmental health, nutrition and communicable disease prevention and control.
More recently, his ongoing advocacy in this area has been instrumental in achieving the
significant new investment referred to above in both public health unit and primary health care
settings. He has also strongly advocated for sharper focus on indigenous health challenges via

the National Public Health Partnership.

In planning and resource allocation processes, he has consistentiy challenged and asked the
hard questions of PHS managers and staff and the broader depariment in terms of the focus
and investment going beyond 'neat solutions for neat people’ and fundamentally addressing the
needs of those most in need. In taking a statewide and epidemiological perspective, he has
driven a focus on better use of data to understand equity, service and access gaps, to develop
different solutions to address these gaps and to evaluate their impact.

Supporting Testimonials

Dr Scott's contribution to the field of public health programs and intervention and his impact
acress the four inter-related criteria addressed above is best evidenced by the testimonials of
colleagues and staff. While too many to include in this nomination, Appendix 1 includes a
snapshot of Dr Scott's impact from a small selection of colleagues on his contribution to the field

of public health nationally and within Queensland.



Appendix 1: Supporting Testimonials

Reform of Queensland tobacco legisiation

In 2001, smoking bans were infroduced in many public places and workplaces, and point-of-
sale tobacco advertising prohibited. During 2004, Dr Scott successfully led and supported
further legisiative reforms which buiit on those introduced in 2001.

The new tobacco legislation represents the toughest and most comprehensive smoking
bans in Australia which will make a significant contribution to reducing the public’s expasure
to environmental tobacco smoke. This has included banning smoking at cutdoor areas
(including patrolled beaches, children’s playgrounds entrances to non-residential buildings
and at major sporting stadiums) from 1 January 2005. In addition, the smoking ban for
indoor areas of liquor licensed premises is being implemented progressively in three phases
so that by 1 July 2006, smoking will be banned in alf indoor areas of liquor licensed
premises. From 1 July 2008, outdoor areas where food or drink is provided as part of a
business will also be no smoking. The new legislation also contributes to a culfure that
supports smokers trying to quit and discourages young people from taking up the habit.

Research shows that since the commencement of the tobacco legislative amendments in
January 2005, 58% of smokers report smoking less in public areas, 26% of smakers report
an overall decrease in the number of cigarettes they smoke, and 19% of smokers have
made a quit smoking attempt.

(Mark West, Program Manager, Alcohol, Tobacce and Other Drugs Unit, Public Health
Services Branch (PHSB)).

National and state nutrition agenda and enhanced public health nutrition capacity in
Queensland

Dr Scott has been a particularly active and effective champion for public health nutrition over
the last 5 years. Nationally, he has been Chair of SIGNAL, the nutrition arm of the NPHP
from 2002 to present. In this role he steered implementation of Eat Well Australia and the
National Aboriginal and Torres Strait Islander Nutrition Strategy and Action Plan
(NATSINSAP). With practical flair, he led effective action in three priority areas: Indigenous
nutrition (particularly workforce and food supply initiatives); capacity building (especially
around national nutrition monitoring and surveillance essential for acquiring reliable and
timely data to inform national chronic disease and food standard policy setting); and fruit and
vegetable promotion. To support the latter work, he took on the role of Chair of the
Australian Fruit and Vegetable Coalition which was pivetal in instigating the recent national
social marketing campaign based on the successful Go for 2 fruit and 5 vey developed in
WA,

In Queensland Health, Dr Scott tegether with Director-General Dr Steve Buckland, presided
over a huge corporate change agenda to reform public health care in Queensland, including
reorientating and building service capacity towards primary prevention and health promotion.
As a specific example, the significantly increased funding in nutriticn and physical activity
since 2002 would not have been possible without Dr Scott as a key driver of this agenda
within Queensland. New initiatives announced in the 2005-06 state budget will result in an
additional recurrent Queensland Government investment in nutrition and physical activity
from 2002 to 2010 to over $16M per annum. These initiatives include enhanced nutrition
prometion programs, many with a focus on equity issues particufarly amongst Indigenous
groups, and increased support for environmental change to help make healthy choices
easier choices. All of these initiatives are guided by the evidence-based approaches
outlined in Eat Well Queensland, the Queensiand food and nutrition strategy developed by
the inter-sectoral Queensland Public Health Forum, ancther of Dr Scott's legacies.



Dr Scott's vision, ethical approach, professicnalism, knowledge and skills have inspired and
motivated a broad cross section of people, as a true transformational leader in public heaith.
In public health nutrition, an often under-appreciated field, Dr Scott has left an inspiring
legacy that illustrates clearly the significant health gains which may be achieved by tackling
this complex issue.

Dr Scott's track record is notable against all four of the criteria for the Sidney Sax Public
Health Medal, and on behalf of the broader public health nutrition community in Queensland
and Australia, we urge the selection commitiee fo recognise his achievements by bestowing
this honour on Dr Scott.

{Dr Amanda Lee, Principal Public Health Nutritionist, Health Promotion Unit and on behalf of
the public health nutrition staif across the state, PHSB).

Increased focus and capacity of health promotion workforce

Dr Scott has shown an ongoing commitment to health promotion aclion through overseeing
the building of a strong health promotion workforce and bringing about significant
achievements in the areas of smoking, nutrition, physical activity, alcohal, injury, skin cancer
and mental health promotion. His commitment {o guality and his willingness to ‘ask the hard
questions’ that build that quality, have been directly responsible for a strengthening of the
health promotion capacity of Queensiand Health. Under Dr Scoif's leadership, increased

- resources have been committed to health promotion and led to improved outcomes in this
area.
This commitment has also extended to increasing the health promotion capacity of the
broader Queensland Health workforce. Dr Scott championed the expansion of the range of
duties performed by dental therapists in Queensland Health to include prevention and health
promotion duties.

(Michae! Tilse, Director, Health Promotion Unit, PHSB).

Immunisation

The immunisation prograrm in Queensland has made censiderable gains under Dr Scott's
leadership and continued strong advocacy for immunisation as a fundamental component of

public health.

Dr Scott was responsible for the establishment and development of Queensland Health's
vaccine register and state of the art vaccine distribution system, Vaccine Information and
Vaccination Administration System (VIVAS). This system was established well ahead of the
national system. He also advocated for the establishment of Public Health Nurse
(Immunisation) positions in Public Health Units acress Queensland. These positions are
integral o delivery of the immunisation program acress the state and provide critical support
to vaccine service providers and the community.

I 1996, an Australian Bureau of Statistics (ABS) survey estimated national immunisation
coverage at 53%, and a similar level of coverage in Queensland. Currently, vaccination
coverage for children in Queensland at 12 months and 2 years of age is comparable to, or
better than, the national average and is over 90%. This is a significant achievement given
Queensland’s dispersed population distribution, the significantly lower rates of bulk billing by
GPs and GP access is rural areas. In recent years, Queensiand has led the way in
managing quality issues in immunisation, including vaccine management (or coid chain).

Dr Scoit also advocated strongly for provision of the Japarese Encephaiitis vaccine to the
TPHUN in 18385, which enabled an effective response to the outbreak.



{Ms Karen Peterson, Immunisation Coordinator, Communicable Diseases Unit and Dr Ross
Spark, Director, Tropical Public Health Unit Network, PHSB).

Indigenous environmental health

Over an extended time period, Dr Scott has advocated in a range of intersectoral forums for
increased investment in Indigenous environmental health. This laid the foundations for the
recent success in securing significant new recurrent state government investment in this
area for the employment of Indigenous Environmental Health Workers by local councils in all
Deed of Grant in Trust (DOGIT) communities and Cape York {34 councils in all), and the
establishment of Animal Management Workers to focus on issues of domestic and ferai
animal management. This infrastructure represents a major development in effectively and
sustainably addressing what continue to be significant public health issues in these
communities. This investment will enable delivery on relatively short term, measurable
improvements in the fiving conditions and selected health conditions of people in these
communities.

{Sophie Dwyer, Director, Environmental Health Unit, PHSB)

Communicable Diseases
Through the development of the public health unit networks in the eary/mid 1990s, Dr Scott
oversaw a tremendous increase in the capacity to respond to communicable diseases of
public health importance across the state. There are now eight public health medical officer
positions and a significant public heaith nurse workforce across Queensland who are
involved in communicable disease surveillance and control. Their inclusion within the public
health unit networks reporting, through the Network Director, to the Executive Direclor,
Public Health Services Branch, as does the Director, Communicable Diseases Unit, greatly
enhances the ability to coordinate and standardise their activities throughout the state.

Queensland is now in the enviable position of being well-resourced and efficiently organised
from a communicable disease control perspective. This has enabled us to undertake
enhanced surveillance for a range of conditions, to be able to respond well to urgent matters
such as outbreaks, and o work together, support each other and quickly marshall the
necessary resources in urgent situations.

When he was State Manager, Public Health Services, Dr Scott supported the development
of the Notifiable Conditions Information Systemn (NOCS), which pioneered electronic disease
notification in Australia. This system has greatly enhanced the timeliness and ability to
respond to notifiable diseases across the state.

He was also instrumental in driving significant policy reform in relation to the role of nurses
and other health practitioners in the areas of immunisation and sexual healih service
delivery and isolated practice more generally.

(Dr Linda Selvey, Director, Communicable Diseases Unit, PHSB)

Dr Scott secured critical resources to establish the Dengue Action and Response Team
(DART) in the Tropical Public Health Unit Network, following an outbreak of dengue fever in
1998 with furtber enhancements in 2004. The DART has been highly successful, the key to
the success being the early recognition and notification of a dengue case, followed up by
thorough, effective mosaquito control. This level of infrastructure has proved critical in
managing the 2005 outbreak in the Torres Strait.

(Dr Ross Spark, Director, Tropical Public Health Unit Network, PHSB).

Dr Scott supported a whole of government approach to HIV/AIDS, Hepatitis C and Sexually
Transmissible Infections through the development and Cabinet endorsement of the



Queensland HIV, Hepatitis C and Sexually Transmissible Infections Strategy 2005 - 2011.
This whole of government endorsed strategy is a first for any state or temitory govemment.

Dr Scott has also provided sponsorship of the Queensland Health and Papua New Guinea
(PNG) HIVIAIDS and Sexual Health Collaboration Project to develop a joint work plan with
PNG colleagues to address the unique public heatth challenges within the Torres Strait
Treaty Zone.

He was also responsible for securing recurrent state funding for the zonal sexual health
medical officer in the Tropical Public Health Unit network, which has had a direct and
positive impact on the unique challenges related to sexual health service delivery to the
large Indigenous population of North Queenstand.

(Mr Mark Couriter, A/Manager, HIV/IAIDS, Hepatitis C and Sexual Health, Communicable
Diseases Unit, and Dr Ross Spark, Direcior, Tropical Public Health Unit Network, PHSB}.

Cancer Screening

Dr Scott recognised the importance of the population based cancer screening programs of
BreastScreen Queensland and the Queensland Cervical Screening Program in the early
stages of forming Public Health Services. He became a strong advocate and corporate
supporter of these public health interventions and assisted greatly in their ongoing
establishment and growth in Queensland. He also provided key advocacy at the national
level by raising key issues, particularly about the level of resourcing to continue to grow
these programs in line with population growth and aging and through his negotiations for the
Public Health Outcomes Funding Agreements over the last eight years.

A key part of his leadership is evidenced by his support and advocacy for the development
and implementation of the software application for the Registry databases that underpin
these programs, in the face of many challenges in information management and technoiogy.
The achievements of these programs in Queensland have been facilitated by Dr Scott's
supportive and visionary leadership.

{Ms Jennifer Muller, Director, Cancer Screening Services Unit, PHSB).

Establishment of a health surveillance network with a broader focus on social
determinants

When Public Health Services was formed in 1996, the health surveillance workforce was
very limited and professionally aligned with communicable diseases only. Dr Scott
recognised that in order lo make significant gains in improving the heaith of Queenslanders,
health surveillance across the range of health outcomes and broader social determinants
was required, in order to provide information for decision making through monitoring and
evaluation within public health as well as advocacy for public health across the health
sector.

Public Health Services Branch now has a coordinated workforce of epidemiologists and
other health surveillance staff who work collaboratively with public health managers,
practitioners, policy officers to provide, collect, analyse and communicate information across
the breadth of diseases and determinants amenabie to public health intervention within
PHSB, but more importantly beyond PHSB. The lighthouse was always clear, and Dr Scott
was responsible for keeping it shining.

(Ms Catherine Harper, Coordinating Epidemiologist, Planning and Research Linit, Public
Heaith Services Branch).
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Reflections from a colleague and fellow advisory board member

Dr John Scott was one of the original members of the Advisory Board for the Centre for
Public Health Law. His contribution was atways thoughtful, practical and grounded in a
sophisticated understanding of how the law might support solutions to public health
problems. One example [ recall was a conversation about the obesity issue and a problem
where focal councils were charging fees for use of playing grounds, affecting the ability of
small, local sporting clubs to use the grounds. Comments were being made about the short
sighted approach of the Council. Dr Scott said that he thought it was appropriate for
councils to charge for use of the playing grounds. He said that, in deciding what to charge
sporting clubs, consideration should be given to the contribution made to the community in
fostering activity, community involvement, etc. The value of the community contribution
made by sporting clubs would reduce the amount they should pay to a nominal amount.
This was an elegant solution which saw council by laws pursuing cost recovery, but not at
the expense of a public health approach.

In addition to his contribution to conceptual thinking, he was supportive on a personal level
and agreed to be a mentor of one of the Centre's Legal Interns.

(Genevieve Howse, Director (Programs), Cenitre for Public Health Law)
Social determinants of health

Dr Scott has been instrumental in raising awareness of the social determinants of health
across the health sector and in embedding action to address these determinants of health
within the work practices of Public Health Services in Queensland. Work in this area was in
its infancy in Australia when Public Health Services, under the leadership of Dr Scoit,
undertook the challenge to determine Public Health Services’ role in addressing social
determinants. Dr Scott has demonstrated the importance of ameliorating the effects of
social disadvantage and exclusion in reducing health inequalities. As a consequence the
organisation now has a clear charter to address equity issues.

Dr Scott’s leadership in addressing the social determinants of health has significantly

influenced the policy and practices of Queensland Health. Examples include:

» Increased organisational capacity to redress health inequalities, through promoting
integration of public health practices, further research to increase our understanding of
the causal pathways and intervention points and investing in community engagement
functions.

= Strengthening community action, including sponsoring multiyear projects such as the
Cornmunity Public Health Planning in Rural and Remote Areas Project, a community
development project undertaken in remote disadvantaged communities. This approach
has now been embedded as a core aspect of the practice of the Western public heaith
units,

* Building supportive physical and social environments and healthy public policy through
greater investment in pubiic health planning and health impact assessment functions

+ And ensuring the social determinants of health are embedded in the policies of the
broader department including the Smart State Health 2020: Directions Statement

Whilst Dr Scott’s leadership in addressing the social determinants of health has significantly
influenced Queensiand Health's policy and practices, he has also personally undertaken the
role of champion for these issues across the health sector and with other government
departments. Whether he was among colleagues, addressing public forums or conferences
or meeting with the CEOs of other government departments, Dr Scott was able to raise
awareness of the social determinants of health and mobilise action accordingly.
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(Paul Harris, Natalie Baig & Garth Henniker, Senior Project Officers, Health Promotion Unit,
Public Health Services Branch}

Contribution fo the National Public Health Partnership

Dr Scott has been the Queensland member of the NPHP since February 1995. From
October 2001 to September 2002, he served as Chair of the NPHP. As Chair, Dr Scott
presented the future priority agenda of the NPHP which was endorsed by CEOs of Health
(Australian Health Ministers Advisory Coungil - AHMAC) and oversighted work across a
range of key public health issues including environmental health, health information
development, public heaith genetics, communicable disease control, child and youth hezith,
legislative reform, General Practice and population health, and mental health prevention and
promotion.

Dr Scott was instrumentat in the establishment of the Aboriginal and Torres Strait Islander
Working Group of the NPHP and was a key player in the development of the Smoking,
Nutrition and Physical Activity (SNAP) framework which has been developed as a resource
for general practice.

Since 2002, Dr Scott has chaired the Strategic Inter-governmental Nutrition Alliance
(SIGNAL), with responsibility for oversight of Eat Well Australia. Me led work to progress
implementation of the National Aboriginal and Torres Strait Islander Nutrifion Strategy and
Action Plan 2000-2010; to faciliate nationally consistent health promotion messages on the
consumption of fruit and vegetables; and engagement of the food industry through the
establishment of the Australian Fruit and Vegetable Coalition. He also represented SIGNAL
on the National Obesity Task Force (NOTF) addressing healthy weight issues for children,
adults and older Australians.

Since 2002, Dr Scott has co-chaired the Sirategic Injury Prevention Partnership (SIPP).
During this time he assisted in oversight of implementation of the National Injury Prevention
Flan and development of a suite of new national strategies for injury prevention and safety
promotion, consisting of the National Injury Prevention and Safety Promotion Plan
2004-2014 and the National Aboriginal and Torres Strait Islander Safety Promotion Strategy.

On behalf of the NPHP, Dr Scott led the work on development of a Public Health Action Plan
for an Ageing Australia to contribute to the National Strategy on Healthy Ageing. The Plan
was endorsed by Heaith and Community Services Ministers. |mplementation commenced
under the auspice of the NPHP in 2005 and with the support of the Positive Ageing
Taskforce of the Community Services Ministers Advisory Council.

On behaif of NPHP, Dr Scott has raised issues for AHMAC related io refugee health, and
has championed state and territory and Australian Government contribution to a project for
improving access to healthy foods in remote Indigenous communities in Australia.

(Ms Karen Roger, Secretariat, NPHP).

Reflections on local and national public health capacity-building from a former Public
Health Unit Network and NPHP colleague

John Scott followed on from the vision of Diana Lange and Gerry Murphy to become the
driving force in implementation and coordination of a newly established public health unit
network across Queensland - a network that grew remarkably rapidly to provide a consistent
and coherent public heaith protection and promotion service that remained responsive to

local needs.
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The National Public Health Partnership has benefited not only from Dr Scott's chairing, but
also from his drive and leadership in a number of its output areas — particularly in areas such
as SIGNAL and SIPP. Systems changes in such areas require time, and the benefits of this
work will continue to be realised for some time to come.

There have been several keys to Dr Scoft's success in public health. One is his
commitment to multi-disciplinary approaches to solve public health problems, as exemplified
by the management and professional leadership structures put in place in Queensland's
Public Heaith Services. Many of the excellent achievements described above obviously
were not the result of a single person’s effort: what is important to note is that Dr Scott
provided an enabling and supportive environment for work colleagues to collectively and
effectively progress mutual goats. Another success factor has been an ability to extrapolate
from the local to the national, to bring about systemic responses to address public health
issues such as Indigénous nutrition. He had the ability to provide, in appropriate
circumstances when support was required from key decision-makers, a brief namative based
on local knowledge and experience to illustrate the need for and benefits of a public heaith
intervention. This helped bring about a sense of the practical importance of public health
and build strategic ailtances. These attributes, combined with 3 pointed sense of humour
and irony, have made John Scotf a highly effective public health practitioner well-deserving
and worthy of the honour of the Sidney Sax award.

(Dr Roscoe Taylor, public healih physician in Central Queensiand Public Health Unit 1994 —
2002: Director of Public Health and Director of Population Health, Tasmania and NPHP

member since 2002).

Reflections from a NPHP colleague

I would like to contribute to the nomination of Dr John Scott for the Sidney Sax Public Health
Medal 2005. 1 am sure there are many public health professionals who would welcome the
opportunity to advocate for Dr Scott as an outstanding public health professional for this
nomination and | am but one of those.

I have known Dr Scott for approximately ten years. My association with John has bheen
through national committees concemed with public health in Australia, particularly the
National Public Health Partnership (NPHP), SIGNAL and SIGPAH.

Dr Scott is an eminent public health professional in Australia, particularly in view of his
experience, his good character, his broad knowladge and ability to translate that knowledge
articulately, his sound counsel in balancing the political dimension, industrial and community
issues we deal with and his ability to take a leadership role.

Dr Scott has employed all of these attributes within his role in the NPHP and other national
committees and has promoted public health at the highest level within the national context.
His aims have always been the protection of public health and safety of the community and
he has always acted impeccably.

Of particufar significance has been his leadership in the nutrition area in chairing the
SIGNAL group and in so doing bringing nutritional issues to the highest level of government.
This has been demonstrated through the NPHP and the Australia New Zealand Food
Standards Ministerial Council.

Dr Scott has recently promoted the 2 Fruit & 5 Veg Campaign in the national arena by
enlisting the support of the food industry, particutarly the horticultural industry, supermarket
chains and marketing companies in the promotion of fruit and vegetables. This together with
his work in the promotion of other lifestyle issues such as physical activity are key
delerminants in many of the chronic diseases affecting the Australia and New Zealand
public which have a profound impact on the health costs of the Australian health system.
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| befieve that Dr Scott more than satisfies the criteria for this medal in that he has protected
and promoted public health within Australia in particular, but has throughout his career
addressed all of the criteria for this medal. ,

It is without hesitation that | highly recommend Dr Scott as an eminent public health
professional and one who is eminently appropriate for the award of the Sidney Sax Public
Health Medal 2005

(Michael P Jackson, Executive Director, Population Health, Western Australia Department of

Healih)

A former peer’s and academic perspective

Over a period of more than 10 years, Dr Scott has bought a practical reality to the public
health agenda in Australia, bringing his disciplinary backgrounds in economics and general
practice to a commitment to population heatth. Perhaps more than any of the other
government based leaders of public health in Australia, he has been able to articulate a
vision of population health as the public health-clinical interface in a way thal resonated to
Director-Generals of Heaith. Through his leadership, Queensland government has adopted
this as can be clearly seen in the Health 2020 Strategic Directions Statement.

(Professor Andrew Wilson, University of Queensland)
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February 2003. The Director General, subsequently requested the issue be
progressed.

22 Discussions took place between the Director General, General Manager Health
Services and Zonal Managers, who provided ‘in principle’ support to the transfer
of activity and resources.

23. Following these discussions, Queensland Health made a decision in early 2003, to
expand cardiac services at PAH through the transfer of services from TPCH

24 The Cardiac Sumgery Services Working Party was commissioned and a project
officer appointed to provide a detailed assessment of the recurrent and capital

requirements of the service expansion.

25. A copy of the Cardiac Swpery Services Working Party Terms of Refererce are
attached and marked MIC-3.

26.In Apiil and May 2003, both TPCH and PAH prepared Impact Analysis Reports
based upon the transfer of 300 cardiac swgical procedures, 700 coronary
angiograms and 233 coronary angioplasty procedures. Copies of those impact
reports are attached and marked MIC-4.

27. Due to some disparities in the two reports, it was agreed at the May 2003 Cardiac
Surgery Services Wotking Party meeting, that an external consultant would be
appointed to review both business cases to defermine the 1easonableness of the
assumptions and projections Mr Jim Lowth, was appointed to undertake this
process. Copies of the minutes of that meeting are attached and marked MIC-5.

28 On 30 IJuly 2003, a meeting was held between rmyself, Mr Lowth, Graeme
Kerridge, Manager Cential Zone Management Unit and Dr Paul Gamrahy, Director
of Cardiology, PAH to finalise the cardiac services activity transfer.

29. It wes agreed at that meeting that the final transfer numbers would be 300 cardiac
surgical procedures, 500 coronary angiograms and 96 coronary angioplasty/stent

procedures.

30 The transfer in cardiology acﬁi‘ii_‘y was 1o commence in April 2004. The transfer
in cardiac surgical activity was to commence in July 2004. Attached as a bundle
and matked MIC-6 is copies of memorandums from me to department heads

regarding this transfer. :

31. Despite the transfer of activity from TPCH to PAH, demand for cardiology and
cardiac surgery continued to increase.

32 Submissions were mads for additional! funding for cardiac surgery by TPCH to D1
John Scott, Acting Genera! Manager Health Services on 24 May 2004. Attached

and marked MIC-7 is a copy of that submission.

33. Additional finding in the sum of $2 4M was provided in the 2004-2005 financial
year to undertake additional cardiac surgery at TPCH.




109.  On 12 October 2004, I prepared a briefing to Dr Scott, Acting Senior
Executive Director Health Services in relation to these issues. A copy of that
briefing is attached and marked MIC-21.

110. Inresponse to this briefing, Queensland Health provided additional funding as
follows:
»  October 2004 $1.07M (used for additional angiography and ICD activity);
« December 2004 $1.4M (allocated to ICD, ASD closures and angicgraphy);
« April 2005 $3M (used to support ICU, transplants - heart and [uag, and
oncology).

111.  The cumulative effect of the additional funding allocations referred to above
has been that, since February 2003 (the date from which reliable data on this topic
is available to me):

« The angiography waiting list reduced from 192 to 99 cases;

» The angioplasty waiting list reduced from 52 to 48 cases;

» Cuzrently only 7% of Category | angioplasty cases are waiting longer than
their recommended 30 days compared to January 2005 when 30% of such
cases waited longer than 30 days;

« The waiting list for defibrillators has reduced from 68 (February 2005) to 55
(current). Of these current cases, over 70% are facing a wait longer than their
recommended 30 days. However, only last wezk I submitted a funding
request for an additional $2.1M to address their wait. I am optimistic ofa
favourable outcome to my funding request;

« Currently the cardiac waiting list for new patients is 575 cases compared o
743 such cases in October 2004.

112.  Attached and marked MIC-21A are true copies of the statistical data on
average waiting times for cardiology services (other than out-patients)

Resignation of Aroney and credentialing/privileging issues

113. By letter dated 9 March 2005 addressed to Ms Wallace, Dr Aroney gave
writien notice of his resignation from TPCH In that correspondence, Dr Aroney
requested ongoing privileges at TPCH. By letter dated 21 March 2003, [ advised
Dr Aroney that ‘if the need arises, the process for considering and awarding
privileges will be awarded through Medical Administration’ A copy of that
correspondence is attached and marked MIC-22.

114. I note in paragraph 58 of his statement, Dr Aroney states that his offer to
provide services was ‘effectively refused’ and that it was treated ‘as a request jor
privileges rather than an ofjer of voluntary service . '

115. I1efer to my previous statement to the Commission of Inquiry, regarding the
tole of the EDMS signed 23 August 2005. In paragraph 6 (¢) and (f) I have
provided information regarding the way in which clinical privileges are awarded.
Fo: any person who is not a member of staff at TPCH, privileges are granted on a
case-by-case basis for each procedure undertaken. This is a very simple process
and is approved by the EDMS or the EDMS on-call.




Bundaberg Hospital Commission bf Inquiry

Statement of Michael Tan Cleary
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e Asat1 April 2004, TPCH had

PURPOSE:
To seek additional finding to allow The Prince Charles Hospital to increase elective
Surgery throughput.

Cardiac

BACKGROUND:

The potential exists for The Prince Charles Hospital CI‘PCH) {0 increase elective Cardio-Thoracic

surgery for the 2004/2005 financial year.

TPCH supports the largest Cardio-Thoracic Surgical Sexvice in Aunstratia.

0 bed Cardio-Thoracic Surgical wards and an expanded

TPCH redevelopment included 2 x 3
ed capacity in the redevelopment allowed for significant

operating theatre complex. The plann
workload mcreases ia cardiac and thoracic sarvices.

service utilises 44 of the 60 beds allo
sessions per week ars

Curently the Cardio-Thoracic cated to Cardio-Thoracic
/ Surgery. An average of 38 half day operating currently nsed fo achieve
fimded activity levels. '

As aresult of the transfer of 300 cardiac surgery cases to the Princess Alsxandra Hospital (PAH),
there will be vacant theatre sessions availsble to facilitate additional Cardio-Thoracic Surgical

actvity.

ISSUES:

Queensland Health is in the process of expanding the cardiac service infrastructare at the PAH
throngh the allocation of growth funds to PAH and the transfer of funding from TPCH fo PAIL
Planned activity transfer included transfer of both surgical and interventional cardiology.

To a large degree interventional cardiology activity from the Southern Zone has shified to the PAH

during the past 18 months.
380 patients on the Cazdio-Thoracic Surgical Waiﬁng List, in

. the following categories:
s Category 1 —65
s Category2—243
e (Category3—72

As at 1 April 2004, TPCH had 79 new patients waiting to be seen in Ca;dic—Thoracic Surgical

Quipatients.

The average waiting time for a new p

Outpatient Clinicis 5 weeks. '

e New surgical referrais from
have increased over the previous 12 mo
cases per week. '

s Ten to fifteen percent of cardiac surgical activity und

the Southern Zone who require specialist services €g.

transplantation, efc.

Given the success of donor rates,

atient appointment for a Cardio-Thoracic Surgical

e Cardiac Surgical Departinent

the Cardiology Department to th
eek to over 20

nths from approximately 15 cases per W

ertalen at TPCH 1elates to patients fom
Congenital Heart Surgery for children,

trapsplantation proceduzes are jikely to increase.




Additional funding to support interventional cardiology tot

the 2004/05 financial year. This will result in an increase in
Given that 30% of patients having ang}

alling $2.0M has been approved for
the number of angiograms being
ograms are referred for

performed within Queensland.

surery, this increase in tardiological activity will result in additional patients being referred for

surgery. : .
jogram and stenting procedures) Tates vary across all

Tn Anstralia revascularisation (coronary angt
states. Queensland rates are significantly lower
Clinical practice changes related to the freatment
comtimue to result in, an increase in patients requining
As the population ages there will be an increasing need for cardiac val
Adults who as children had cardiac surgery fo tre
requiring further corrective surgery. This is an emerging area o

than the national

acute cardiac Surgery.
Ve Surgery.
at congenital heatt co

rates (see table 1 and figure 1).
of acute coronary have resulted in, and will

nditions are increesingly
£ cardiac surgery demand.

TABLE 1:Percutaneous coronary intervention rates per million of population by region, 2000
' National | Queensland | Varance | Victorian West | SA &NT | Tasmanian
Rate Rate Rate Australian Rate Rate
_“-‘ b Rate
[ PCI 1123 044 | -181 1370 1065 1135 1203
FIGURE 1:
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BENEFITS AND COSTS:
Increasing the level of cardiac surgical activity at TPCH will provide the following benefits:

Assist with the reduction of Category 2 long wait patients at TPCH.
Improved commumity access to elective cardiac surgery.

Increase the utilisation of the spare physical capacity at TPCH.
Maintain service at TPCH in line with the Hospital Redevelopment Business Case.

Reduce the average cost per weighted separation at TPCH.

TPCH curent activity target is 42,000 weighted separations under Phase 8 Cost Weights.

The provision of an additional $2,432,500 in fanding would allow an increase in net activity of
973 weighted separations under the Phase 8 Cost Weights.

CONSULTATION:

N/A
ATTACHMENTS:

N/A
RECOMMENDATION(S):

The Acting General Manager Health Services approve the allocation of an additional $2,432,500 in

fimding for elective cardiac surgery in the 2004/2005 financial year.
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PURPOSE:

To inform Quesnsiend Health and eonfirm Zonat suppart of demand manspEment stemes hoing
put ints place to provide reatment to sdult peticls presenting wilh A cate Coropary Syndrome 10
Queensland Public Haspitals and subsequent referral options 1o The Prince Charles Yospital

Catheter Laboretory.

To seek additional fimding within Centra! Zone to address the inzteasing mtic of enagency!
unptanned ectivity that is compromising capacity 1o undenake :lestive revascularisalional
procedurss ot The Prince Charies Haspital,

BACKGROUND:

Dexpitz 8 degfinc in Cardiavessular desths) morislity reduction has not becn achicved equally
amongst ths population, Geins eontines 1o ks Gnked (o higher sodoeconomic groups whio ars mors
lik=iy in b= tenaged in the private BealthCers system. Thus the majer burden in tzrms of fanding
end dzmand renmin on the public heallh sy

Queznsiand's tyranmy of disanss reuls i monaliry increasing with distencz from large population
cotres, Quezmsland Health Informetion Centre confirms that monslity rees ars s1atistically higher
in remole arces (25%) and spciceconomi cally disadvantap=d ereas (10%).

Th= chnlizng= fazing Cathater [aboratorizs is maneging the inzrezsing d=mand, both metropaliten
and rmlirenntz. Ineras=d domand for secess by regiona) pubiic hospirals 1o trensfer ai-risk
PEEIUT 0 lertiery centros hes pecurred s elinical manspem=nt shifis in wdopt pad =ficet Acwalz
Camnary Synéoms Guidsines. Thesz guidslinzs ers sfigned 1 both Earop=an and Amerizan
ciinizal manag=ment.

Lipicmned Semand

Thz Inter-hospital transizr me=s for nop-surgical cerdine DRGs has crpenztinliy grown over the
iasld yrars  [ntes-hospital ransf=rs now sccomnty for over 50% of the PCT sctivity @ TPCH. The
currend hudese is 5=t for an avezmgs of 13 POy per week, Qverthe preceding 12 months there has
bem & Hiprgicant incrsass in the mumbsr ol lnter-hospilal ey sizs mequiring intzrvemtiona) a=gvity
from 3% of PCT activity tn 2002 1o 50.5% in 2003, I lerme ol absghstz numbzs, this hes prown
from 46 patiznts In the Scpizmber 2002 Quener io 92 in the Sepmmiber 2063 CQuaner. The full yeat
growth in PCE activity from Int=r-hospited transfers i projeced of en edditineal 188 paliznts,

El=tive Demand

Cairporisation ased for Elective patients is similer to that used for clective SLrpeTy.

Current E?gzn'Wnirin;,-Li.rr " R
ey R B L Fow ¥E T Dnn gt s
e B P R
Angio Cat ] (30 deys) 155 - 4 7 13
i BN s B e et e Il TR
Anpio Cal 3 {365 days) 5 I
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This data iz not reporad with the slertive surgery date.
 Flow from Wait to PCt

fHr< WT
X Flow 1o PCI

DOiong Wait
O Flow b PCI

‘Argin Ao Angin POl PO
Cat1 Cal2 Cat3
Prozedira

Tablz |1 Elzciive Waiting it and flows 1o BCI {Stents)

Improving Trecmmnt DOptiony

Frlients proseorine in Emeracory Dennrznones thepuphont Quesmslang with tha oliowing
indiratians constiens the domnd for psceos 1 the TPCH Cath= Htboratory:
*  Myocartial jnfarcy
*  Unstehlz znping
* Al prsent pogon
*  Prin or fecheeoia redmztory o medical therapy

ECG chenges (dopramion o tnvasing)

Pesitive soram muries, ep Tropontn levels

Aszocisted heart failoes or Becnodynamtie msebility

High risk on stress t=gzing

A==t M or rovassuberisnion

AN palicnes are risk strpiifi=d through the TIM] reare 10 prinritis= patients in trms of dinica) need
10 d=teminine approprips tmeframes for gunsfs.

High Rist Potiener

Early invasive revaszulerisation is recommended fer high-risk patisnts with an A C5 10 reduce the
six-month relativs risk of desth, infarct or re-haspilafisalion for ACS, Thee palicnte are the most st
risk of heving a subszguent coromary event and thaiore have the mogt o guin from carly treatment.

Whilst ths excrent everape rado of prfenreent i resoorsed 81 1:1 38— there jo ¥ gnifizant risk in
this ratio inrensing overtime as the sompl=xity of patients grows and scope af the pocadires
expand. Gfven the rignifiennt finencia) implicatinns of changes withis this mtio, it will require
moniloring snd planming in 1=ma af mumbes of ctents and numbers of paficnis resourced.



Timing of Theragy &5 shifiing - evidenced- besed medicine and medicine-based evidence

“Ihie Cardine Catheterisation Lehomtory has experienced increased demand aver the preceding yoars
and the change in ratio betwesn elective and emergency / anplunned transfers is now placing
significant pressures on the service to condme 1o function within current respuree allocations,
Diemand menagement strtegies have revolved around eapacity within the clective weiting lists 1
absorh the incressed demand from inter-hospital activiry. Howsver, the elective lists aow includsa
number of patisnts oulside the best-practice waiting timz 1o access servies, There is also incressed
wailing times far imer-hospitsl gansfers and Lhese ars being managzd based on clinical priority.

The CHI Cardiac Cotlahorative activitics facns hes had an cmphasiz oa the secondary prevention
activitics to defiver irnproved outcames. These is ancedntel evidence thet nesds 1o b further
reviswed, that would suggeet & significant decraass in the pracdse of lysing in regional public health
fucititiza, This woold reflet improved awermnzss of the ACS guidelines and & d=tirz o impTOVE
patienis® guizoms, reduce disahility of paticats by fast-tracking kcceas o revascular.sation.

Technolozy Impatts — the ivsue oround substitution

The seope of revescelarisation within the Cetheter Laboratory environment does have some impact
on the numbst of procadures usdertaken mzgeally, This ehanps in seope of procedures withina
Isboratory eqvirmment wilt continue 10 escalats ax now technelogy fviz drug eluting sients}
becomes sveilable. The fmpact of subsrinition nesds b be pssessed ih conjunction with
revascularisation d=mend projections tesed on the agsing populstion and undarlying burden of
discase in Ausraiin

Unplonned Admissions

The ralio of mplanned admissions impacts on ssrvics delivery plarring #nd has an impart on the
chicent wilisation of resourees. Siective prficnts sr= oficn not scheduled given the risks of outlicr
peticat bed manegement fram inter-hospital rengfers weiting in regional hospitals, ‘Thers ar=
inher=nt difficulties in planning for what is in its vy nature - an unplenned event.

To pdress this, the Catheter Laboraiory is building 2 mods! o prodict the deily number of
adrissions in the shor! to mediom t=rm. An Enponant spec af this model will be 10 quantify daity
fisk that the actal mumbee of admissicns will b within this prediction. Developracrt of this modsl
has idegtified a lkely farther fmpact on capacity for local ciemive activiti=e

ISSUES:;

o The crrding cath=trrisation intervention ratc kas heon regulnted at TPCH in an anmpt o
contnin activily within aveilable funding for the Distriet

o The levsl ofintervention for a public parient in Queensland verses the ol of Australia is
151.5/million (Qid) populaion compased 10 5653/ miliion {AusL} population (data from the
20012002 Netional Hespitn] Cast Data Collection). This eonfirms [hnt public intcrventian ralcs
in Cracensland arc significantly below the Austrelian pverage, (Refer (o Table 2}



Comparison of Procadures and Ratss by State

Popuizilan

c
]
? - Frocadures
‘é. ESTD Population
= ——Rate/Milion
LS

Table 2: Queensiand kas the lowes! rute per miftion for major suies,

e Thers hes been a significant inzrease in the number of Lirgent inter-hospital Transfer's to
TPCR, (Refer to Teble 3)

Intsrhosptal Transfars- Trend by Zons

|0 Snirtrers Zisrsa Tkl
M hecsthesn Zone Tolal
|y oriral Zone Torat

Transinr'a

Tahlz 3; Inter-hospital Transfens

o Intervention rates at RAWE apacar (o be stalie and therzfore have nol contribuied o the
ingtresed demand st TPCH,

Patiests from the Southem Zonc are aetively radirecied o the PAH. Thore erc aurently no
Southern Zone petisnts on tic Inter-hospital trensfer list &t TPCH. This is supported by 2n
anelysis of ell cardise related DRG's for the last 3 yeary

Patiznts from the Northern Zone are sctively redirected 1o Tawnsvitic. Reduction in actual
numbszrs at TPCH has been offsst by the commencement of TPCH Cardiologists raveliing to
Townsviile monthly to uodertakz procedures at (hat conTs, There i an agrzcment in plazzto
rocaver margipal costs associated with PCT aclivity far the Northem Zage,



» The potential far dingnostic procedures 10 progr=ss to pErCutanenus revasculrisation is
spproximately 12 - 25%. Mesting thess elective requirements is difficult 10 sccommodste
within the cutrent resouress.

& The Distries is progressing integration betwess RBLWHHSD and TPCHHSD Cerdinc
Serviess, There is preliminary commtmet 0 devcitping » single coordination for both
Cetheter Laborstorics. The first phass of this inciudes exploring how single point toorgination
end logistica @n be aperationalised m terms of erergmoty and roquests for imter-hospitat and
urgent umplanned admissione. This mods] is in Afigrmnem with strategiss bsing anploysd in
Meropalitan Sydnzy snd Melboams with conrcEnmrion smer Cardias servicss ip address
ernergenzy and urplennzd urgent Sass, The Wizking gromp ezoss TPCH and RB&WHHSD
will be reviewing mnd exploring thic model z prog=e is piprds 1owerd iGtogrALiem,

BENEFITS AND COSTS:

Maragem=n! of Acute Coranery Syndmme is hospitel based and resource intensive. The
conalicalion witkin Metropotitan arcas of public sardiac cxba=r Iabrymtorics supports improved
puttzomn=s throngh volins, but ale edds i frenemd iz Ting 1o respond 1o pianned g unpianned
n:iﬁqﬁmmﬁr:iﬂingmnipq:uhﬁ:ﬂf&mﬁngmmunﬁryuﬂmiﬂ .
detezminants and ek factors. ’

The Health 2026 torements idzmify the peed formorz {ocally posessibic and comommity hesed
servicee in terms of 2cszss 1o health s=viz=s It tlsn igceifies that Azut= Hospitzls will oeoms
mose spedialised with higher volumes of corrplsn crs Thes is sipAcant work alrzecy pndeway
in tezms of health promotion end secandery prevention for mEmarng cardipvasoulnr dismase. Thers
remeing 2 nesd for decision end egprogricrs mvestaont rerrding the moued of cars for menagTmeR
of nete coronary syndsome withia peliz hospizis.

Susiegics idmiified in the Quemnsland F=sith Owt=mes Plan - Cerdigvaszuler Health: Caronary

Heart Dissnse 2000-2004 for Clinieal mmeg=mest idennify the foilowing key om=s reledve 1o Aone

tertiary services targeted 10 improvs s2rvice respanss  Qessiandos.

. The adoption af cvidmee basd pra=sics ipr e Climical toanagement af a=m= rryocadial
inFarction (AMT), unsubls anginn aod pogt cerdiss surgery pationis by sorvice providos

. A coordinated responas by emoTgency servicss 10 poits COTOTEnY EVEDLL

. Earlyidentification and resnssitation of peepie who suller from AML

Costs of cere are shifting and wilt now be frant-oaded within injtiel acute presentation for Acule
Coronary Syndrome. The District reqoost 8 Health Trctmology Assessmont be undzriaken
-regarding the heallh oulcomnes and coonorpizs of investing in initia) scute presentation wnd treatment
for Acute Coronary Syndmme and identification of the {low on savings thet would support the
sipnifieant growth required for Cuemnalentss o nceess thic therzpy.

Beeed on the current demand for nrgent caze directly resulting from Int=-hospital Trensfes, the
Diamrict catimates the need 10 porferm e additional 188 prociurzs per annum 10 addrees the
current demand for Urgent Inter-hospital Tremsfer's gnd 2 farth=r 38 procsdures per enuilim o
addr=xs the long whit dective casea, - -

Thercis limited capacity to further redues elective Rctivity withowl farther impect on the waiting list
and waiting imss for the populztion Lo aoc=s fizreher treamnzat

AN HLLe LRIl WA Lt L AU L sl UL ent A RASRN LIy A At B Al

in the primary cpisode of cars.,



The marginal cost implications of this level of netivity bre estimated 10 be sppraximately S600,000
«~ $700,000,

The capacity of the District 1o manage within current resauresy for Cardiology has previously been
flagged as a budp=t risk. This conzem has now been confirmed.

CONSULTATION:

TPCH

Jon Roberts, Execative Director Finsnce and Information Serviess

Dr Suz Plhillips, Acting Exeative Diredlor Mediza! Servicss
Cardiology Program Manag=ment

D Darren Waitsrs, Clinical Direstor Catheter Laboratory Sarvices
Margnret Dahl, Clinizel Nursz Menasger, Cathoter Laboratory Serviess

ATTACHMENTS:

1. National Acute Coronary Syndrome Guidelinza

2. District Mrasger Mzmo mgearding Cathets Laboratory Astivity

1. Cerdiology Proncol for Inter-hospiial Trnsfers of Cardinlogy patictus

£, Proposed inals for Regismrs o essist in undeenending Zonal patient flows for Cerherer acrivity
5. Presenmticn from Dr Wahes “Chenging Managzment of Asutz Coronery Simdrome™

. Hezalth Oureorns Flan (Note Page B: ACS tlinizal managemeat smatsgies)

RECOMMEND ATTONISY:

I. Toat Quernsland Health Zona) Menmagement rovicw the esne relaring in the resoursing
difficultics b=ing cxpeorienzed in managing demand resulting from incretsing nter-hospital
Transizrs for amite coronary syndrome patiznts presenting at Quesnsland Public Hespitds,

3. That Conwal Zane revicw the resoorsing epplicd 1o the demand for emergency and wnplanned
revesculzrisational axtivity within Centrel Zons and inereass resourss aliosation by $650,000 to
adidrees the projected d=mand {or mnplanned md vrgent transfers daring 20032004 end assist o
redoce the resulting long wait patienis for ciective omeedurss,

3. Cemtral Zons spport planning snd ressmrcing relating o the development and implzmentation
of » coordinsted emergency revascularisational cerdiology servics acrogs Brishene North
Cathcler laboraories (TPCH end RBE&WHEHSD} in line with the strategy = Queensisnd Health
Cruteomes Plan - Cardioveacylar Health: Coronary Heer Diseasz 2006.2004,

4. That Northem Zonz rontinue fo reimburse TPCH for Northem Zone activity besed on agreed
patient aceeptagce and fransfer protoeoks and marping] cost recovery mechapisrns,

5. A snicwids plan based on & Health Techoology A seessment for seute revascularisation
[including cardiac surpery) as recommended o the Quzensiand Health Outcomes Plan -

_ Cardiovascular Health: Coronery Hean Discese 2000-2004 is developed aod funded to suppert
the. eardipvascular burden of discese for Quesnslanders,

5. Timt Scuthem Zone Managemeont unit fupports thess damend managemen: sTatagics end
Southem Zonz Catheter Laborgiories provide scoess 1o emergency and unplanned
revascnlarisational cerdiology for Southem Zone patients.
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MS DALTON: I want to discuss these - the cutbacks with the
wltness.

COMMISSIONER: I thought you had, but all right.

MS DALTON: No, I want to discuss them individually. Look, I
don't know. I might be another 30 minutes.

COMMISSIONER: All right.

MS DALTON: Dr Aroney, you know that as part of that extra 520
million elective surgery funding, you got extra money to be
doing work in the cath lab at Prince Charles, don't you?--
Yes, we did.

And the extra money meant you increased the number of
procedures you @did?-- Yes. As I said, this hzppened during
an election campaign - or after the election, after our public
disclosures of the second cutbacks. These were then
announced, promised by the government, and went ahead after
the election. T don't think that none of this would have gone
ahead if we hadn't made our public disclosures.

And that meant that the cath lab procedures increased to 80 a
week?-— Yes, back to where they should have been, where they

have been for the past four or five or more years.

Well, they'd never been that high, have they?-- Yes, they
have. I tendered that informaticn this morning.

Well, you didn't tender it. You gave some oral information.
Where did you get those figures from?-- I've had access to
the activity at the cath lab continually, as my work in the
cath lab and as Director of the Coronary Care Unit.

Do you just remember them off the tep of your head?-- I keep
the information, and I've got it here.

In what form is that information?-- I write it down and I
have - I have the exact numbers, and you can get them from

Queensland Health directly.
So it's your personal, handwritten records, is it?-—- Yes.

And the cutback to 57 per week, Dr Arcney, was when that
funding money was lost in about June - that extra $20 million
funding money was lost in June 20047?-- As I stated, the
activity for the past four years has been between 77 and 80
per week. So cutting this back suddenly to 57 per week

in November 2004 can't be due to a loss of extra funding.
It's a direct cutback. There's no other explanation, and
someone should be held accountable for this, and for the
reasons for it. The tendered explanation is incorrect. What

you're just saying now is incorrect.

Well, you say that, and you say that the reason it was cut
back to 57 per week is in September 2004----- ?-~ The decision
was made then. The cutback didn't apply until November.

X¥XN: MS DALTON 6269 WIT: ARONEY C N
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Okay. The decision was made in 2004 - September 2004, was
it?-—  Mmm.

And that was John Scott punishing you?-- My view is it was
either John Scott or Steve Buckland punishing the hospital and
the people of Queensland for our public disclosures. That is
my view.

Dr Aroney, you have no basis to suggest that at all, do you?--
I do have. I do have basis for that.

In fact even in your statement you say that the action was
either due to "punishment"™ for bringing these deficiencies to
light or to negligent mismanagement. You don't know what it
was about?--' I believe it was punishment. There's -
certainly Scott and Buckland aren't going to come directly out
and tell me, "You are being punished and the hospital is being
punished"”, but Ms Wallace told us at the meeting ~ and it is
minuted at that meeting - when I asked her, "Why is the
hospital being bullied about this 57 cutback", and her answer,
and I quote, is that the cardiologists were not "politically

savvy". Now, there's no other explanation for her to say
that.
That's what Ms Wallace told you?-- That's what he told us,

and she also told us she was the meat in a sandwich. It
wasn't her decision, the decision-----—

Where are these meetings?-- In the minutes of the July
meeting. It's been tendered here as evidence previously.

The July meeting? The decision was made in September?--
September meeting.

MR FITZPATRICK: I think it's MIC19 to Mr Cleary's statement.

COMMISSIONER: Thank you, Mr Fitzpatrick.

MS DALTON: See, it's just - John Scott was on long service
leave from July until October 20047-- Yes.

It's a scandalous thing to say that----- ?-— In his evidence -
in his evidence that he's tendered he says that he was well
aware of this 57 cutback, and in full knowledge that it
occurred, in full knowledge. He says that in his documentary

evidence.

I'm sure he knew it occurred, but it is a scandalcus thing to
say that it was done as a punishment to you.

COMMISSIONER: He didn't say a punishment to him. He said as
a punishment to the hospital and the people of Queensland for
the statements - public statements he had made.

M5 DALTON: That's a scandalous thing to say about an
individual when you don't even know that they're at work or
not?-- I didn't see - wasn't sure it was Scott or Buckland or
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PURPOSE:

To brief the A/Senior Executive Director Health Serviceé on issues currently impacting on the
Cardiology Program at The Prince Charles Hospital.

BACKGROUND:

The Cardiology Program at The Prince Charles Hospital provides comprehensive care to cardiac

A
DE

-]

tiznts in Quzensland . This includes a number of statewide services including:

Heart Failure and Heart Transplantation

Pasdiatric Cardiology

Specialists support for electrophysiology services (shared with the Princess Alexandra
Hospitzal)

The Distict is currenity actively managing a number of issues in relation to the Proggam.  These

include:

Hisher than usual demand for clinical services

s The Distmct is currently experiencing an increass in demand for inpatient services. This
has in part, been driven by increased referrals to the hospital.

Emergency Depariment referrals

The Emergency Department has increased as outlined in Figure 1. The increase in
admissions principally relates to Cardiology activify.

Figurz 1 — Emergency Admission

Admissions
per week
2002/03 83
2003/04 85
2003/04 95
4 weeks to 28/09/04 112-120

The admission rate overall in the emeigency Department has increased from 39% of
att=ndances in 2003/04 to 46% in 2004/05. This increase has bzen related to Category 3

attendances.

o]
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CARDIAC INVESTIGATION UNIT

An atea of contention within the Cardiology area is the level of planned activity that will be
performed in the 2004/2005 financial year with the Cardiac Investigations Unit. The Unit performs
Angiograms, Percutaneous Cardiac Interventions (PCI) such as acute coronary stents a well as the
implantation of pacemakers and defibrillators.

The activity levels in the area are bzing redefined, based on the impact of activity transfer fo the
Princess Alexandra Hospital that occurred in July 2004 as well 2s growth funds received in the
2004/05 financial year and “ons all™ fimding in 2003/04. The past two years activity and the
funded activity for the current financial vear, t=king imio account these factors, 1s outlned in figure 2

and figure 3.
Figure 2 ~ Cardiac Investigation Unit activity
2002/05 Acmal 2003/04 Actual ¥2004/03 Changed from
Estimated 2003/04 to 2004/05
Angiogmam 2326 2491 2117 -374
2CI 350 700 (includes 23 338 -162
patients funded by
Townsvills
Hospital)
ICD Implants 120 179 143 -36
[ASD Closures 15 37 15 ~42

*2004/03 activity is after adjusting for the PAH fransfers and including the indicative funding
allocation for 2004/05 Election Commitments.

Figure 3 -~ Analysis of activity and funding

Funding changes

Chanpe in level of

stent

activity
Qrrimn - : Activity Production at
Service tiansfer to PAH -512m IPCH includes and
transferrad to PAH
imcludes:
- 500 Angiograms
- 95 PCI’s
Growth funds as part of | + $0.845m(interventional Activity increase at
2004/05 election cardiology) TPCH mcludes:
commitments - 50 Angiogiams
Nota: This has vet to be +5025m - 78 PCI's
confirmed by Central (ICD activity) -10ICD’s
Zone
Funding of ding efuting +50.7m No changs n activity, but

pravides ability to use
drug eluting stznts in

patients having PCI'S

*This table identifies changes to base funding and activity.




In addition to the recurrent funding changes identified above, it shonld be noted that additional
activity was undertaken in 2003/04 as part of the Government’s ¢lection commitments to elective

surgery. This activity is identified in Figure 4.

Figure 4 -Additional activity funded in 2003/04 (non recurrent) as part of elaction commitments.

Funding Activity

$0.24m 100 PCI's

$0.7m 23 ICD's

$0.51m 42 ASD Closures

Racent mestings have been held with cardiologists in an attempt to contain interventionzl activiiy
within existing funding limits. This is particularly important as the District’s budgst position for the
first quarter of the financial year shows an opz1ating deficit of $2.2M with a major conimbutor to
this being in interventional cardiology.

Current funding allows a weekly schedule of 57 funded acute and elective catheter [aboratory
procedures (exclnding ASDs and valvuloplasty) to be performed, however weekly activity for the
first quarter has in some weeks exceeded 80 procedures.

Cardiologists have been asked to ravise the activity schedule to the 57 weekly proczdures and 1o
schedule cardiac investigations unit hours of operation, around the revisad activity schedule. They
have also been asked to revise rosters to cater to the revised schedule (see attachment 1, agreed
activities to be undertaken by the program to correct current activity/expenditurs}).

PROGRAM MANAGEMENT

The lzadership within the Cardiology Program has been limited by the willingness of some clinical
staff to engage in discussions and negotiations in relation to service models and activity planning.

Dr (falbraith, Program Medical Director for the Cardiology Program resigned his Directorship omn 16

2004, the day before he was dus to go on annual leave for thres weeks, following a

Septembe
Dr Galbraith’

meeting with the Cardiac Investigations Unit (CIU) staff to discuss requirad changes.
advised that he found the 10le too stressful.

The District Manager elected not fo appoint Dr Darren Walters as the Acting Program Medical
Director bacause of his high clinical workload, his nesd to finalise the activity plan for the CIU 2nd
‘becauss of a lack of confidence that Dr Walters would cooparats to lead the Program in a mannsy

commensurate with District requirements.

Bacause the District was unable to identify a senjor member of the medical staff fo provide the
appropriate leadership, and in consultation with Dr Keith McNeil (Chair, Medical Advisory
Committea), the District elected to nominate Dr Michazl Cleary (Executive Director Medical
Services) and Dr McNeil to support the Program’s management team during the period that Dr
Galbraith was on leave. Progiam staff members were advised that the Program Nursing Dirsctor

would nndertake the business administration of the Program.




Manage: received a petition fiom a number of cardiologists,
irector of Cardiology. The District
due to Dr Walters’ workload and advised

On 17 September, the District
demanding that Dr Darren Walters be appointed intertm D
Manager advised the petitioners that this was not possible
Dr Walters of her reservations in relation to his suitability for the leadership mole.

Medical Services, Executive Director Nursing Services
and Executive Dirzctor Corporate Services met with the Cardiology Program medical staff on
Friday 24 September 2004 to discuss 15508 within the Cardiology Program. Cardiologists invited a
asting, including Dr Con Aroney and numerous cardiac SUrgeons.

The District Manager, Exccutive Director

ranga of other parsons to the m

Discussions zt the meeting included:
e the state-wide cardiac sarvices plarming proposal
e the status of the heart failure community support project
» bndgat and activity planning (including the need to revise acti
o siaffing within the Cardiology Program, with specific reference
planning and paediaitic cardiclogy staring issues
e leadership and manzgement within the Cardiology Program, including advertising for a

Direcior or Cardiolegy.

vity to mest budget)
io leave relief, succession

Dr Aroney attamptad to puta foimal motion that Queensland Health be advised that patients over
75 years of age would not be treated through interventional cardiology procedures at TPCH, until
such time 2s funding issues wers addressed. Other medical staff did not support this motion, which

was lost.

Program staff were asked to consider the issues raised with them and to provide feedback on their
views, including that of a suitable interim Director of Cardiology, to carry throngh to the
appointment of a new Director At the request of cardiologists, a follow up mezting was scheduled
for Thursday 30 September 2004 to gain feedback on their considerations of the issues discussed.

In the absence of the District Manager on leave, Dx Michael Cleary as Acting District Manager was
diclogists attended (je. those in the heart failure

askad to conduct this meeting, however only two car
sub program). [he District was later advised that there had been agreement Zmong the cardiologists

to boycott the meeting. The inteiim directorship issue remains unresolved.

Cardiology Inter-hospital transfer waifing list

There have besn recent pressures on the cardiology inter-hospital transfer waiting [ist. For exampie:

The numbet of patients waiting for transfer to TPCH as at 27 September 2004 was 17.

Five of these cases were noted to be of 2 high priority.
Thres of the high priority patients were transierred to TPCH for further carz.

Executive Director of Medical Services at the Royal

e Following discussions with the
WH)the remaining two high prioiity patients weie

Brisbane and Women’s Hospital (RB
acceptzed by RBWH ior care.

The Princess Alexandra Hospital Exscutive Director of Medical Services advisad that
they had five patients on the inter-hospital transfer waiting list and could not accept

additional patients at this time.




Deaths on the Waiting List
Two patient deaths occurred in recant months that have been the subject of a previous brief. Asa
medical staff, Dr Leo Mabar from the Royal

result of the issues raised in relation fo these deaths by

Adelaide Hospital and Dr Andrew Jolmson from Townsville General Hospital were appointed to
invastigate both the deaths, and the allegations madz by some cardiology staff in relation to warting
lists. The investigations are cccurring this week, but preliminary verbal reporting friom the
investigating team is that the nominated patients had bota received an sppropriate standard of care.

Surgical Activity

The pumber of patients who arz currently waiting in hospital for urgent cardiac surgery has
fuctuated over recent weeks.  This has been the result of increased referrals for surgery ncluding
some urgsnt casss €88

two paticnts on ventricular assist devices (VAD'S) who have bad muitiple returns to

theati=

increased pasdiatric cardiac surgical activity prolonged ICU stays for post transplant
patients The net effect of this increase in urgent referrals for surgery has bezna
r=duction in slective surgical activity, some of which relates o increased occupancy in the

cardiology wards.

Cardiolegist Leave

o relief and to ensure adeguate cover, with the lack of
Dr Con Aroney is currently on extended

at Jeave further. Dr Dairen Walters

£ Dr Nick Bett. This would have left
leave approvals have been given

Tt is extremaly difficult to plan suitable leav
medical team cohssiveness in the Cardiology Program.
leave to 31 December, and has today requestad to extend th
wished to take leave at the same time as the approved Jeave o
{PCH with no inferventionist cover other than 1 VMO session, 50
only where there is adequate cover.

Dr Walters has also requested a reduction of hours to half time, but has been advised that the
District is unabie to accommodate this while Dr Aronzay is stll on lzave.

KEY ISSUES:

in cardiac diagnostic and intarvention procedures within the 37
described above. This will take one month o implement, to
5, ie. to ensure that currently booked patients are not

e [tisproposed to conta
finded procedures limif as
manage the public perception
cancelled;

» This is creating political and media pressurs, however for the TPCH Cardiology Program
to achizve budget integrity, this 1S necessary;

The preferred option for the distribution of PCI and diagnostic procedures has been

astablished in consultation with cardiologists;

[}




Given the demand pressures, once this schedule is implemented, there will be waiting list

growth;

There are differing criteria for cardiac interventional procedures being applied across the
metropolitan hospitals and there nesds to be agreement on consistent standards, particularly

for the categorising on waif lists.

While TPCH finctions at the more “liberal” end of the interventional scalz in relation 1o
AICD implantations, therz is increasiag collegial pressure for service expansion in the
treatmant of heart faitore. It is proposed that this should be referred to MSAC to allow
national intervention criteria for AICD utilisation in heart failure, to be agreed.

Whila TPCH is moving to fill its Director of Cardiology position by national and
intzrnational advertising, there appears to be no local solution to interim medical
leadarship, other than to place a non cardiologist in the role. It is proposed to either:

o Appoint a non cardiologist from TPCH to the medical lzadership role for the

interim period; or

Sesk Corporate assistance in the appointment of an interim Medical Director of
Cardiology from another facility, to work through the issues of criteria
standardisation, cross hospital workload and workforce distribution and
management of medical issues within the program/s, and the appropriate
distribution of any further funding investment

RELATED ISSUES:

N/A

BENEFITS AND COSTS:

If actions are not taken within the next month, the forecast budget overrun full year effectin
cardiclogy at TPCH will be $2.4M.

ACTIONS TAKEN/ REQUIRED:

Corporate endorsement is sought of:

+ Limiting activity as desciibed above, at TPCH and

o 1 proposed strategy in accordance with this brisf.




ATTACHMENTS:

Attachment 1 — Activity Profile
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long time because doctors in the bush came in, I think was the
first in Australia of that proposal, it was about 2000.

Or even earlier than that perhaps?-- It might have. I mean,
the discussions et cetera started not long after I became
Minister and the work-up for the proposal, and but I think it
was in 2000, January 2000 we signed up the first ones. I'm
sorry, please don't hold me to that date.

No, no, that's all right. But you don't recall him anyway
from that context apparently. Do you recall that he had quite
an interest in rural health weork?—-- He certainly had a wide
interest in rural health and certainly particularly in getting
programs such as breast screaning to rural, you know, the
small rural communities, all of that, those programs, make the
public health programs - he was particularly committed to
making sure they were available to people in no matter how

remote a community.

And you were aware, no doubt, that he'd spent long years
working in hospitals or as & GP in rural hospitals himself?--

Yes, I was.

One of the things somebody's passed comment in giving their
evidence here that he was more a bureaucrat, I think the words
were "He wasn't a real doctor™?-- I have to say it was
considered rather amusing when I met Administerial Health
Councils that I used to have more doctors on my side of the
table than the rest of the Council put together because so
many of the senior bureaucrats in Queensliand did have long and
extensive experience as clinicians.

Mmm, and in Dr Scott's case, as a rural clinician for many
years?-- Yes. '

Now, you explain in your statement the process I think when
you - and you'wve given evidence here about how you would go to
Cabinet and that Cabinet Budget Review Committee to fight your
hardest for your department?-- Mmm-hmm.

And you didn't always get what you wanted?-- I think that's a
fair comment.

The process, I suppose, preceding that is that the districts
would each year, each budget cycle put in what they called
their bids for the money that they wanted each year?-- Yes.

So————-- ?-- It goes up the chain. I think everybody has a
say. I think the units, the various units in a hospital and
in the community et cetera would put their bids into the
District Manager who would collate those and put - and do any
extra work that needed to be done with them and prioritise
them and put those bids into the - into the zonal manager.

Yep?-~- And yes, it did work up the chain but it also meant
that people right down at the grass roots in many cases had
input into that process in identifying what the needs were.
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Yes. And that input would be people acting in their own
interests so if you're a cardiologist at Prince Charles?--

Yes.

You're going to be bidding your level best for cardioclogy at
Prince Charles and that will feed into the system which ends
up does it not with the department coming to you prior to you
going to the Cabinet Budget Review Committee?-— Mmm.

So that all of the bids and submissions from Queensland Health
end up with the senior bureaucrats in health----- ?-—  Yes,

————— coming tc you and saying this is what the department
wants?-- Yes.

And I suppose when you come back from Budget Review Committee,
they don't get what they want either?-- VYes, and there's an
important - but there's an important second part of that, I'm
Minister for Health in Queensland right across Queesnsland.

Yes?-- And the health department has a responsibility as do -
did I at the time to ensure that services were provided as far
as possible eqguitably across the State.

Yes?-- 1It's not about loocking after - while the submissions
may bhe, I guess being pushed, you know, various people
obviously pushed their barrow they see that as most important.

Yes?-- But you have to balance the needs right across the
State, you can't sort of say we're only going to look after
North Brisbane or we're only going to look after Cape York, it
has to be across the board and doing the best you can with the
budget you've got in the fairest possible way to meet the
needs of people in Queensland and to meet the greatest needs

first.

And when town or Charlotte Street goes back to the districts
after the budget process and says, "Well, you asked for X but
you've got X minus Y"?-- Mmm.

"Sorry about that"?-- Yes,.

It's not because the bureaucrats in town don't recognise that
the bids were legitimate and don't recognise that the
clinicians who have put them in sincerely want or need what
they've asked for, it's bhecause of that process, there's a
limited pie to cut up, isn't there?-- There's a limited pie
at State level and there's a limited pie at the department at

level.
Mmm?-- Yes.

Were you able to observe Dr Scott interacting with other staff
while you were Minister in either of the two roles he held?
Were you=—-——- ?--  0Oh quite, I did a lot of work with Dr Scott

in beth of his roles.

Mmm. See, there's some evidence before the Commission that
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his manner is bullying, attacking, overbearing and 8|

intransigent; can you comment on that so far as you've seen

him?-- Am I allowed to say that the staff in my office fell

about laughing when they read that in the paper because he is

such a gentle person, that he is one of the people that staff

in my cffice, if they had a health issue, often went to for

advice, but-----

You mean a personal health issue?-- Yes, I'm just sort of

saying he was one of the persons who as he very approachable. 10

Mmm?-- The idea of him bullying actually was something that

caused something of amusement to people in my office.
20
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I think one of the people he is supposed to have bullied, or a
person in a group he is supposed to have bullied is a fellow
called Darren Walters, who is the Director of Cardiology at
Prince Charles. Have you come across him in your travels?--

I am not sure I know - is that Dr Walters?

Dr Walters, yes?-- I don't think I know Dr Walters.

That's all right. I will ask you also, in your dealings with
him while you were Minister, was there ever an occasion when
you were seeking information from him and it wasn't provided
to you promptly and fully that you are aware of?-- I think
the only occasion we had some issuss about the tobacco action
plan when I think - but that was when he was in the position
of Director of Public Health - about - I guess there was a
difference of opinion from some of the people in his ~ in that
area and myself, and the briefs I kept getting kept saying the
same thing, and I kept saying, "No, that is not where we're
going. That is not what the government wishes to do." And
there was some difficulties, but that's the cniy time I can

actually recall that.

That was-—-———- ?—-~ That wasn't Dr Scott, that was more people
in a particular unit within the public health area.

And by the sounds of it, it wasn't a reguest from you to
provide factual information, such as some discussion this
morning as to waiting list numbers, or that sort of thing, it
was a difference of opinion as to where the policy should go,
by the sounds of it?-—- Yes, about how something should be

done, ves.

I was concerned to ask you that because it was suggested to
you this morning that senior bureaucrats within the Charlotte
Street office might have tried to impede your access as
minister to information about, well, in particular, waiting
lists and the numbers of people on waiting lists?-- T don't
think I had a reputation for being easily bowled over or
swamped. If I didn't get the information I wanted, I would

perhaps more rigorously ask for it.

And I suppose specifically, sco far as Dr Scott was concerned,
did you have any difficulties getting information from him
when you requested it?-- No.

And I think the other suggestion that was put to you this
morning was that there might have been socme advice coming to
you from senior bureaucrats in Charlotte Street that you ought
not to be talking about waiting lists, and, again, asking you
about Dr Scott. Was there that sort of comment coming to you
from him?-~ No, there was a lot of advice that I couldn't be
talking about waiting lists, that was a daft idea, et cetera,

when I first put the propecsal up.

That's back in 19----- ?7=-- In opposition. That was back when
I was in opposition.
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senior bureaucrats, doctors Buckland and Scott, during the
course of your ministry of health was to ensure that you were
never placed in possession of unpalatable news?-- No, I
disagree with that. That's incorrect.

All right. You're aware, are you, that Dr Scott has attached
to his statement - have you read his statement incidentally?—-

No.

Are you aware then that yesterday Dr Scott was taken to JG3,
which is an attachment to his statement, in which it was
indicated that the no surprises rule in relation to advice to
you meant no surprises except pleasant cnes?-- No, I disagree
with that.

Were you unaware that within the documentation, which Dr Scott
put in yesterday, reference was made to there being a no
surprises rule, which meant no surprises except pleasant
cnes?-- No, I wasn't.

You weren't aware of that?-- No. 2And on numerous occasions
my department ~ my department's job is to give me information
whether it's good or bad, and they did that.

Well, should they adopt a policy of only giving you pleasant
news———-—-— ?-- No, not at all.

Let me finish the question. Should they adopt the policy of
giving you only pleasant news. That would be a breach of your

expectation?-- That's right.

And that would be a breach of their duty to fully and frankly
keep you informed?-~ I - I expect — I believe the department
did keep me fully informed of all - of events whether they be

good or bad.

See, I suggest to you that - well, are you aware of the
classic, the famous approach by Peter Reith to irrefutable
evidence; that is, if the video shows that, we should not see
the video. Are you familiar with the incident to which I

refer?—-—- No. Yes.
The children overboard incident?-- Yes.

Are you referring that you didn't have such a policy in your
office?-~ That's right.

"If the news was bad, make sure I don't see it"?-- No.

"Or, if necessary, bury those who are exposing it"?-- No, I
couldn't disagree with you more on that.

You see, I suggest to yocu, Mr Nuttall, that you had a
particular reason to be very concerned to ensure that bullying
didn't take place on your watch?-- I den't support the
concept of bullying full stop. And as IR Minister, that was
quite clear because I was the Minister responsible for working
on that policy for the government.
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' 1
So were you to come across evidence of such bullying, you
would be deeply concerned and asked for your officers to
implement a process whereby it could be stamped out; is that
right?-- That's - that's correct, yes.
All right. Are you satisfied that occurred?-- I'm satisfied
that we did the best we possibly could to try and eliminate
bullying in the workplace.
: 10
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Heart Response
Broadzast: |5/} 02004
DR JOHN SCOTT, OLD HEALTH. Thanks.

FORRIN MR EZINTE: tir Con Aroncy is predicring 2 orisis in surdiae carz. He s=vs by
imtertational standards Quesnsiznd bes enly eos Wird of the uzmber of cardioipgis that it
shnuld have i thef tusT .

DR JOHM 5COTT: We don'l beliove thal if's ruz 1o the |=vel thal he's Sesoibing i W=
cerminty wauld be prepared to accopl that we have isaues to address with saffmg bin
really that's and Ezue for Auzalis penerally. So we don's see thal we are behind wny
oti=r Saiss in Anstralm.

KIRRIN MOKECHNTE: How behind ars you though &t imerrmational standarcs?

DR JOHN SCOTT: [ seppase we womld sy that we ars beking but we realiy foel that 162
soovines that we @z delivering at the mowmenl are not guttng any Queenslomd trvzs in
Jeaparcy,

JIELRIN MCK ECHNIE: Wl the cartie= socicty says thers are only the equivalent of 25
fisll timre public cirdmlogists m Que=gsland and thers Fouid achally bz 75. 13
Quesnsiend health acally reducing the sumber of zardiclogy procedures then at Prince
Cearies Hospral)

DR JOHN SCOTT: No, T thiak that, and this is the disappoinnng armect of this debatc i
Lt we se=mm 10 be axcustd of cost cuntimg of redooing serviees aod 1 oan ™t sec why we
would wan: 1o do that. Tn fact what we're doing & looidng to increass srvices acmoss
Que=nsiand amd of coos= what that means is that services and r=sourees are going 10
hospitak cther than Prines Charlzs and porbaps that's part of ths resson why ws'ne
having this dbats,

KIRRIN MCEECHNTE: Have you reduced the number of services sardiology procsdurss
2l the Prince Charles Hospital from 80 10 577

DR IOHN SCOTT: No, what we've dee i we'vz smd Icts po ahzad and enbance
scrvices zod that was happening io firet we've put aamething ie the of 55 million
exwa doilars inw casdiac sevices it Queensland this year. And that 3§ millfon will be
there each year from hore on. But whal has happesed js thare has been an ncroase in
scrvices pbove what thi incresse bud gt will ellaw skoation and we've aakced the
cardiologins to roview the sitmtios with & view to st = suvying within he resontes
that pre pvaiiable 1o us but we have ot in soywsy respocs rednced sarvicss.



¥IFRIN MCKECHMIE: Dr Aronzsy says, well b2's piven 9 some cxamples of pagents
baving beart axtacky in ragional arens end mstead of waiting the recommended 48 hotrs
m 21 balp In @ big city bospial thet there are many other casss wailing over 8 wesk I
that mghkt?

TR JOHN SCOTT; We don't belicve ittt and of conrse as 1've said belore we™r looking
10 s=rvices 16 crhanss servicss for corth Quesnsimd=rs o they' ve ot tert=r faciiinss o
be rmef=red to, We've reoestly dons werd: ond ere continuizp 1o do work or cimizal co-
ordintion xad ok ao-mediza] rerisvals. So we'ro looldeg o provide peaple wath the
zbifity o ransiar frem their smal] servics that they might havs to aft=nd i thay bavs
orobiscss ta lare services zod we'ne coserig that thase s servines are cwort
aproimsty phsed o mis Gose e,

KRN MCKECHNTE: Well it sezont that you have 1 stand off then berween our
leading certéalogists in this state and Guesssiand hralth. Fow do you bope o fix this
[eal )

DR 10N STOTT. P'd sev wes havs a mand off betwoen ecraindy me and owr lesding
czriiiogiss i vor wsk to cll Or Aronsy st In Eme T hope 2 we zan show the
cardiaz somsry and D Arowsy ther we ars hore for e loog =m.
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an issue could arise which the Minister may need to know about 1
or, in fact, any of the members of the senior executive, then

it was preferential to advise people of those issues rather

than to not advise them. So, essentially issues that people

thought might become problematic or which they felt were

worthy of attention would be escalated up the chain and would

go to certainly to myself and to the Director-General and

usually on the basis that it was better to tell the Minister

or the Minister's media advisor. They would be advised as

well. 10

All right. Now, was it part of that no surprises rule that
the rider was attached that the surprises, if any, be pleasant
ones?-—- 0Ch, I think that wasn't other than in a document that
we were developing around indicators for the health services
directeorate and that was thrown in almost as a throw-away
line, that if we are going to get surprises let's make them

pleasant ones rather than unpleasant ones.

JG3 I think might be the document to which you refer. Have 20
you got your statement in front of you?-- Yes.
Turn to JG3?-- Yes, that's right, yes.
Some perhaps 10 pages in?-- Yes.
"No surprises, except pleasant ones.” Is that the one to
which you refer?-- Yes. Tthat was very much a throw-away
line.
30

So the throw-away line then, in effect, meant that the
Minister didn't wish to be acquainted with any information
introduced to him by the media or the public of which he
wasn't already aware unless it was pleasant news?—-- No.

Is that right?-- ©No. No, the throw-away line came at the
level of myself and my executive and it was purely if we're
going to get surprises, let's make them pleasant ones.

What were you to do with unpleasant surprises?-- Make sure 40
that no-one got any unpleasant surprises.

What were you to do with unpleasant news?-- Make sure that
the Minister was advised so that he wasn't surprised by the

unpleasant news.

Was it part of your task as a senior - I don't like to use the
pejorative term, what's become a pejorative term,
bureaurocrat, but if you can accept I'm using-----

COMMISSIONER: It's not a pefjorative term in the Inguiry.

MS KELLY: Thank you, Commissioner. That's what I wish to
have made clear. As a senicr bureaurocrat in

Queensland Health, was it part of your task tc manage those
issues which might, quote, "blow-up", unquote, so that there
was no need to acquaint the Minister with any such news?—-—
No. No, it was my job to acguaint the Minister and then to
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manage them and if the Minister directed they should be
managed in a certain way, then that was the way that we

managed them.

Did you then acgquaint the Minister with the public - the
potential for public disguiet at disclosures being made by

Dr Aroney in the course of November 2003 to the cessation of
your tenure at Queensland Health?-- Yes, yes, as appropriate.

You did. On what occasions did you brief the Minister on

Dr Aroney's disclosures?-- Oh, on numerous occasions and T
briefed two ministers when Dr Aroney first raised the issues
in, I think, November of 2003 or December. I was briefing the
previous - the - at that time - sorry, Minister Edmond.

Yes?-- And then subsequent to that I was briefing
Minister Nuttall.

Yes. BAnd did you advise the Minister that essentially

Dr Aroney's allegations being publicly made were in essence
false?-- I think what we briefed the Minister was that there
were issues around what Dr Aroney was claiming, that there
were scme elements of what he was claiming which were related
to shifts in resourcing from Prince Charles to PA, which were
part of established policy and had been part of established
policy since probably 2002. So there were no cuts going on
there. At the same time we also acquainted the Minister with
other aspects of what Dr Aroney was saying around people on
waiting lists, but at that point in time and subsequently as
we have discussed this morning there are waiting lists which

will always exist until we get sufficient funding to take them
away. So, it's not a matter of these are terrible things that

we can address now, but there will be waiting lists that will
exlist into the future until we have got sufficient funding.

So Dr Scott, were there any matters which you briefed the
Minister — any matters raised by Dr Aroney which you briefed
the Minister which were in essence false?-- Yes.

What were they specifically?-- I think Dr Aroney spoke about

cuts in funding, which I think he referred to in the 2002/2003

financial year, and then he spoke about another two rounds of
cuts to funding which were not cuts to funding.

Now, were these briefings committed to writing?-- I am sure
that they would have been.

And de you have possession of those writings?-- ©No, I don't.
Do they remain in the possession of Queensland Health?-- I

would expect that they are, yes. They would be con the formal
system.

Thank you. WNow, vyou have said that vou advised the Minister
that the allegation of funding cuts were wrong?-- Yes,

The essence of Dr Aroney's public disclosures, 1 suggest to

you, was to the =ffect that people were dying and would die if
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these limitations in procedures, if I can use that neutral
term, were not addressed. Did you advise the Minister that
that was true or false?-- We advised the Minister that
particularly there were two elements to this. There was one
element which was a list of specific cases that Dr Aroney
raised, and we subsequently had those investigated and advised
the Minister in relation to the substance of those claims, and
then there was a broader claim in relation to waiting lists
and people dying on waiting lists which we also advised him
about. We found in the investigation of the first group that
out of the, I think, probably eight or nine cases that were
investigated we could only find one or two where perhaps we
could have improved the management of those people. But on
the broader issue of waiting times for people and people dying
on waiting lists, I think that the advice would have been that
while there were waiting lists there would be inevitably
deaths, particularly in the area of implantable
defibrillacors, and this is taken up in the Maher Johnson
report that was done, where until we - I think the funding
estimate was about $60 million to address all of the people
who could potentially be waiting and there was a potential for
people to dis on those waiting lists.

So, 1s the latter part of that answer you advised the Minister
that the allegations of people dying on waiting lists was
true?-- There are people who will die on waiting lists simply
because - being something which is of a cardiac nature there
is no way that you can avoid people waiting unless you put
those defibrillators in, for instance, as soon as they come to
the attention of the clinicians.

And the response of the Minister, if any? Was there any
response of the Minister to acquire the defibrillators and put
them in?-- Well, I think this comes back to my - I mean, the
answer is yes but in a limited way compared to the $60 million
worth of funding that was estimated to be required. But the
guestion really comes back to the discussion that we had this
morning around waiting lists, which is - and this is also the
essence of the issue we took with Dr Aroney's concerns.

Sorry, Dr Scott, if can I just stop you.

COMMISSIONER: Now, iet him finish. Let him finish his
answer. Xeep going, doctor?-- The difficulty is there wilil
never be enough resources, so if we put resources of the
amount of maybe $60 million into implantable defibrillators, I
have already said that we probably need about $80 million a
year to put in elective surgery waiting lists, and of course
there's - Mr Douglas has shown us this morning there are a lot
of pecple who are on walting lists for oncolegy services. I
have also spoken about some of the early interventions like
colonoscopies that will prevent avoidable deaths. We just did
not have the resources available, and it comes down Lo a
decision as to where those resources are going to be put.

That was the Minister's decision and I think the Minister toock
advice from the department as well as making his own calls on
where those resources would be allocated. 5o, I'm sorry, but
the short answer is some money was put towards addressing
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people waiting for defibrillators and other cardiac
interventions, but certainly not anywhere near the level that
you would need to commit to stop avoidable deaths.

MS KELLY: Yes. Dr Scott, all I was asking you about is what
was the Minister's response, not the defence or otherwise of
that respense?-- I was trying to explain how he'd come to

that decision.

Ckay. Thank you. 5o, Dr Scott, was it any part of your duty
toc make defence of the restrictive budget of Queensland Health
and its impact on the provision of clinical services in the
media?-- Put that way, no, it wouldn't be.

You appeared in the media on a number of occasicons and I will
take you to one in particular. On the 15th of October 2004
you made an appearance on Stateline, the ARC program?-- Mmm.

Do you recall that?-- Yes.

It's CAl3 to Dr REroney's statement, the transcript of that
interview. Now, did you tell the truth in that interview,
Dr Scott?-— I believe I did.

All right. Can I just explain to ycu the context? I
understand you had recently returned from long service leave
on the 3rd of October; is that right?-- Thereabouts, yes.

You had previousiy in January of 2004 met with Dr Aroney and
there had been some acrimony over Dr Aroney's disclosures.
That's right, isn't it?-- Yes.

You and Dr Buckiand attended a Cardiology Society -
Cardiac Scciety—-—---- ?-- Cardiac Society.

————— meeting on the 15th of February 2004 where there was more
acrimony. That's right, isn't it?-- I think at the start of
the meeting. I felt by the end of the meeting that there
wasn't a lot of acrimony at all.

All right. And the Cardiac Society then prepared for and
presented to you in the middle of 2004 a comprehensive
submission, which is CA2 to Dr Aroney's statement, on the
planning for and provision of clinical services for cardiclogy
in Queensland. That's right, isn't it?-- I think it might
have been to the Minister because T think the Minister
responded to Dr Aroney. But--—=---~

You were aware of that submission?-- Yes, definitely--——-

It was a comprehensive submission?-- Yes.

Of which Dr Aroney was the principal authority; that's
right?-- I certainly recall that but it was - it went to the
Minister.

Following that, at the Prince Charles Hospital there was what
Dx Aroney has called a third round budget cuts?-- Mmm.
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Reducing the number of procedures from some 90 angiographies

or some 90, 80 or 90, to 57?-- Mmm.
Over a fixed period?-- Mmm-hmm.
Do you recall that?-- Yes.

And in protest Dr Aroney made public comment about the impact
of those cuts or that reduction on the cardiac patients

serviced~———=~ 7=—  Yes.
————— by his zone?-- Yes.

You went on ABC television and said that you don't see that
you were — "We are behind" - we, being Queensland - "being
behind any other States in Australia in terms of the number of
cardiologists per head of population.” Is————-— ?-— Did I say
this?

All right. Let me be fair to you. The interviewsr sa
you, "Dr Con Aroney is predicting a crisis in cardiac
He says by international standards Queensland has only on
third of the number of cardiclogists that it should have. Is
that true?" Your response was, "We don't believe that it's
true to the level that he's describing it." You go on to
compare to Australia generally and say, "So we don't see that
we are behind any other States in Australia." Now, was that
true? Is that - does that truly represent your opinion?--
Yes. I think Dr Aroney - and I'm sorry but I can't recollect
- but I think he said that we needed something like an extra
70 cardiologists in Queensland. Maybe I have got that wrong,
but it was certainly of a quantum that we had no capacity at
all to recruit to Queensland and we would never be in a
position - even with very competitive wages we wouldn't be
able to recruit the numbers that we were talking about to

Queensland.

o0
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Dr Scott, if I can just ask you, is it true that Queensland is
not behind any other States in Australia in terms of
cardiologists per head of population?-- No, I think I was
saying not the level that Dr Aroney was talking about.

CCMMISSIONER: That's not the way it was read out, Dr Scott.

MS KELLY: Perhaps if I can put it up - ask for it possibly to
be put up on the screen.

COMMISSICONER: Yes?-- Sure.
MS KELLY: I have the only copy to hand.

COMMISSICNER: All right.

MS KELLY: . And it's marked. The blue highlighted - the first
blue highlight, Dr Scott, is what I've read out to you. I
have read out all of it to that peint?-- Yeah. Well, I think
that's certainly what I said.
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It's not true, is it?-- Well, I think when - we see that we
would certainly be prepared to accept that we have issues to
address with staffing, but really that's an issue for
Australia generally, and so the question really is are we
behind other States. We probably are in terms of numbers per
head of population, but I think when we look at the other
factors that we confront in terms of decentralised States, I
think my point is we would be prepared to accept that we have
issues to address with staffing. I think I go on to say, "I
Suppose we would say that we are behind but we're not putting
lives at risk.”™ I mean, essentially what I'm saying there is
we are going ahead with further funding and I think if you
lock at the record we have done that.

COMMISSIONER: You are saying you not behind in the statement,
Dr Scott?-- Well, what I'm saying is I said, "We're not
pehind any other States in Australia." That sentence there -
but the sentence prior to that I have said, "We would
certainly be prepared to accept that we have issues to address
with staffing." '

No, I know, but you still say and you seem to want to qualify
that now that, "We are not behind other States of Australia.”
That's what you say?-- Well, in terms of that sentence, I
guess, yes, that's a sentence that I would say is not correct.

So you accept that now that that's not true?-- That sentence
is not correct. I guess I'm saying I would put it into the
context of the two paragraphs that are there around it.

Well, I can't see how the meaning of that sentence changes by

reference to what's around it?-- No, well, I will have to
accept that. I will have to accept that, Commissioner.
Yes.

M5 KELLY: In relation to the second highlighted excerpt, “We
really feel that the services we are delivering at the moment
are not putting any Queensland lives in jeopardy.", now, that
isn't what you really felt because you have told us following
evidence you gave this morning that, "The services we",
Quendland Health, "are delivering at the moment were, in fact,
putting Queensland lives at jecpardy." That's right, isn't
it, because people were dying on waiting lists?-- Yes, but

Thank you?-- I would probably stand by what I said about all
other States in Australia as well.

COMMISSIONER: No, no, but the point is whether, in fact, the
services that Queensland is delivering at the time you made
those statements are putting any Queensland lives in Jeopardy
and you just said here that they were?-- Yep. Okay. Well,
look, I will accept again that as a basic sentence taken as
it's written it's not correct.

Taken in context it's not correct, in the context of anything
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else you have said there is not correct?-- Well, again, I
guess I will have to take your view of that, Commissioner.

A11 right. Well, you don't have to. You can explain to me
why I'm wrong?-- Well, as I have said before, I have tried to
gqualify in terms of the staffing issues and I think without
getting into a great level of detail, as I have said, we also
have to put this into the context of resources being scarce,
allocation of those resources across a whole range of issues.

You don't say that. You just make a rcyal statement there the
services are not putting Queensland lives at risk and that's
not correct?-- No, and I accept in the context of the print
that's in in front of me that it is nct correct, but I'm just
saying to you in the context of what I knew [ believe that
there is a different picture which needs to be presented in
the context of scarce resources in the context of decisions
around implantable defibrillators that are not being made by
any State in Australia as well. Sco if we are putting lives in
jecpardy, then every other State in Australiaz was putting the
lives of all of their populzticns in jesopardy as well.

M5 KELLY: Well, you see, I wani to suggest toe you, Dr Scott,
there was a concerted spin being placed on the lack of
precedures or the cut in procedures available to Queenslianders
and that was to suggest constantiy that this was an
Australia~wide problem and if you looked in any other State
you will find exactly this same circumstance there, and this
is the line that you have produced on Stateline—---- P

Well-——--

————— to suggest that Queensland is the same as all the other
States?-- Well, again, I would have to say I have said that
we have got issues to address with staffing. I have also
pointed out that there are other States in Australia where
they don't have policies for implantable defibrillators and I
have also spoken about rescurce allocation and scarce
resources and they are issues for the other States in

Australilia as well.
Well-———-- ?-- Perhaps-----

Sorry, I want to suggest to you that they are not issues for
the other States to the degree they are in Queensland. Is
that true or not?-- They probably aren't, but again I'd have
to say we have the most ~ probably the meost decentralised
State in Australia. We have a significant proportion of
indigenous pecple in our State who are living in remote
communities. We have got some of the highest rates of smoking
and obesity in the country and we have been endeavouring to
address those. So it's a multi-factorial issue and part of
the argument that we were putting was the sclution to this is

not purely more angicgrams and stents.

In fact-—~=- F e A

In fact, the Cardiac Scciety had told you as early as the 15th
cf February that Queensland had the worst coronary heart
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disease outcomes of all the major States?-- Yes. 1

And that was attributable in large part to a lack of
cardiologists?-—- I absolutely disagree with that. I mean,
haev just said to you that it is not attributable in large
part - it is attributable in large part, and I go back to the
evidence of Dr Keith McNeill, that if-----

I

Sorry, we may be at cross-purpose?-- @ ————- we were dealing
with smoking we would not need to have the 10
Prince Charles Hospital there. I absolutely reject that.

We may be at cross-purposes, Dr Scott. I'm not asking you
whether you agree with me what the Cardiac Society told you.
I'm asking you that is what they told you in February 20047?--
Again, I'd have to see what they have said because that's such
a difficult proposition to put because as I said,

Keith McNeill was recognised that the solution is not

cardiologists.

20
All right. Just before we leave, we will come to what you
were told in February 2004. Just before we leave this, I want
you to look at the last paragraph on the screen - sorry, where
it says, "We seem to be accused of cost cutting." Do you see
that blue highlight?-- Yes.
30
40
50
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Now, what you were asked by the interviewer was, "There are a
reduction in the number of cardiology procedures at Prince
Charles Hospital"?-- Yes.

And you said, "No"?-- And I still stand by that.

All right. All right, we'll come back to that. You
said, "No", and then answered a gquestion about cost cutting?--

Yes.

ch isn't the same as procedure cutting. It's

All right. Whi
thing, is it?-- No.

not the same

And you answerad the point by saying, "We're transferring to
other hospitals", in effect, and then ended up by saying, "And
perhaps that's part of the reason why we're having this

debate." Now, I suggest to you that that was clearly to
implicate Dr Zroney as being Prince Charles-centric, if I can
use that phrases, in protecting his own turf. Is that what you

were intending to do when you answered that gquestion?—-- No, I
think what T was endeavouring to do was to respond to an
attack from Dr Aroney. :

Yes?-- On me. So I didn't initiate an attack on Dr Aroney. I
think what happened was Dr Aroney went out to the media first
and took the issues to the media and I was responding to
allegations like I was prepared to sit in Corporate Office and
didn't care if people were dying. So what I'm saying here is
we are not cost cutting. In fact, we have increased the
investment that we've made in cardiac services significantly
and we are not about cutting costs or cutting funding to
Prince Charles; we're about expanding cardiac services across
the state. Then when we come down to the issue of reducing
cardiac procedures at the Prince Charles Hospital, I'm being
accused of cost cutting because I've reduced the procedures,
and what I was saying was, "No, the base budget has always
been predicated upon 57 procedures." We increased the funding
for procedures in 2004 as part of the increases in funding
that came for elective procedures but the baseline always
remained at 57. I hadn't cut the baseline funding. I hadn't
cut the funding to Prince Charles, and in fact across the
state, and I've highlighted this in my statement, we had
increased services for cardiac care.

Dr Scott, I'm suggesting to you that you were indeed
responding to what you perceived to be an attack by Dr Arcney

on you?--—  Mmm.

And you did that by identifying his concerns as being turf
protection type concerns in protecting Prince Charles and at
the expense of other districts; is that true?-- I was making
the point that I didn't hear Dr Aroney talking about the
increases in funding that were going to cardiac services at
the PA, at the Gold Ccast and Townsville or the increased
number of procedures that we were doing across the state. All
I heard about was what was happening at Prince Charles.

Dr Scott, nowhere in the interview is it indicated that
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Dr Aroney had attacked you. So what is the basis on which you
5ay you were responding to an attack by Dr Aroney on you?--
Well, again, I'm making the point that Dr Arcney has gone to
the mediaz and said, "Queensland Health administrators did not
care if people died”, that we're about protecting budgets, and

Did you identify that as an attack upon you personally?—-
Well, as the person who was responsible for health care .
services in the health services directorate at that stage, as
the person who Dr Aroney earlier in the yzar had accused of

bullying, I thought it was-----

Sorry, can I get you to answer my question. Did you identify
that as an attack upon you perscnally?-- Yes.

All right. Now, if I can come to the interviswer's next
question it was a reduction, it was true, was it not, that
Prince Charles had put in place a reduction in ssrvices from
80 to 57 per week or per fortnight?-- No. ©No, as I said
before, the baseline activity was 57. The baseline activity
had always been 57. For a period of time the activity
increased with the funding that came in the elective surgery
allocation and then - as with the previous round of costs, as
Dr Aroney referred to them, people were bezing asked to come
back to their baseline level of funded activity, which was

57 procedures per week.

COMMISSIONER: This is just playing with words, Dr Scott.
They were reduced from 80 to 57. You have explained the
reasons why they have been reduced from 80 to 57, but they
were in fact reduced?-- Well, I gquess that's————-

Isn't that right?-- Commissioner, I have got to accept your
view of the words——---

No, no, don't accept my interpretation; just answer my

question?-- They weren't - they weren't reduced. They had
increased and they were coming back. Now, I'm sorry, if I
sound like I'm playing with words. I apologise sincerely.

At onre point in time there were 80 cardiac procedures
performed at Prince Charles Hospital. At a later point of
time there were 57?-- Yeah, I mean, without wanting to play

with words, I would rather say-----

A lot of them transferred and brought back to baseline, you
have said all that?-- For a period of time we increased the

procedures that were being done.

Yes, yes, but in the long term, they were reduced from B0 to

37?-- No, in the short-term they were increased from 57 toc 80.

I apologise.
All right. They were 80 at one point?-- Yes.

All right. They were reduced from that to 57?-- I can't
argue with that interpretation but I guess theww=-—-
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All right?-- 4————interpretation —————

But you say they had already been increased from 80 to 57 and
they were brought back to baseline?-- Yes, and the
interpretation I was trying to get across to Kieran McKechnie
on Stateline was we are not about funding and cutting. We
have for a period of time increased--——--

But you didn't say that. You didn't say that?-- No, well, I'm
sorry, I'm demonstrating today how on the media as well,
sometimes I can't say exactly what I would like to say but the
intent was very much we have not cut services.

A1l right.

M5 KELLY: Well, I suggest to you, Dr Scott, that your intent
was ©o identify Dr Aroney as the source of false information
and the source of unfair criticism. What do you say?-- Well,

I don't accept that.

Could the other decument be put up, please? It's the document
going on to the screen now, is CAB. That is the attachment
CAB To Dr Aroney's statement. Now, these were what passes for
minutes of the meeting of the Cardiac Society on the 15th of
February 2004 at which you attended with Dr Buckland. Do you
recall the meeting?-- Yes.

Do you recall there was - you said initially there was some
controversy but by the end it seemed to be rather less
controversial; 1s that right?-- Yes.

I suggest to you that's not right but we'll come back to that.
You were advised in the course of a meeting by numerous
speakers that Queensland had the worst coronary heart disease
outcomes of all the major states?-- Yes, yes.

Yes. And you were advised of inordinately high rates of death
in northern and central Queensland centres?-- Yes.

Which have no staff cardiologists?-- Yes.

All right. And so, when you said earlier that yocu had not
been so0 advised, you were wrong?-- I had note-——--

I asked you earlier was it not the case that the Cardiac
Society had advised you as early as February that not only did
Queensland have the worst outcomes in Australia but that this
was attributable to a lack of staff cardiologists?-- No, I - I
absolutely reject the interpretation that what that says is
that those deaths, inordinately high in northern and central
Queensland centres have no staff cardiclogists - that the
cause of inordinately high deaths in those centres was no
staff cardiologists.

COMMISSIONER: I agree with Dr Scott about that. I can't see
that you can draw that inference at all.
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MS KELLY: Thank you. Thank you, Commissioner. I take you to
a further document. I'm going to take the witness to CA2,
which is an attachment to Dr Aroney's statement.

COMMISSIONER: Can you put that up on the screen.,

M5 KELLY: Which is too large to put on the monitor.

COMMISSIONER: Right.

MS KELLY: But, Dr Scott, just let me ask you: do you recall
having seen the cardiac submission which, as you mentioned
earlier, was addressed to the Minister; it claims to also be
addressed to you and to Dr Buckland and to the Premier?——

What was the date again?

29 July 200472-- Well, as I say, I was on long service leave at
that stage.

Ch, okay. So does that mean that as at the 15th of October
2004, when you were cn Stateline responding to Dr Aroney's
assertions, you hadn't read the Cardiac Scciety's
submission?-—- I can't recall. T mean, I don'‘t know

whether ~ I certainly wouldn't have received it when it was
delivered because I wasn't there. Whether I read it after
that, I don't know. I mean, I was aware of these sorts of
interpretations before being told on the 15th of February 2004
but T don't know what that document s5ays.

Have you read it now?-- If you could - oh, I have but not
recently. If you would like to tell me what specifically

you're referring to.
Well, there is no point me putting to you what it contained

and what inference - what knowledge you had arising from it in
October if, indeed, you hadn't read it?-- As I say, 1 may

have read it.
M5 DALTON: Commissioner, just in fairness, could the witness

see that? It is a big document. It is Exhibit 2 to the
affidavit which is Exhibit 263 in these proceedings.

MS KELLY: Sure.
COMMISSIONER: Yas. Exhibit what was it?
MS KELLY: CAZ.

COMMISSIONER: CA2. What did you want him to see, Ms Dalten,
the statement?

M5 DALTON: CAZ.
COMMISSTIONER: 1Is a statement?

M5 DALTON: It's Exhibit 2 to Dr Aroney's statement.
Dr Arcney's statement is 263 in these proceedings.
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This contract of employment is made between the chief executive and the person
appointed as a district executive (“the executive”) under 5.24(1) of the Health Services

Act 1991,

PARTICULARS
1. Details of the chief executive are —
(a) Name: Dr Stephen Michael Buckland
{b) Business address: Quesnsland Hezlth Building
Floor 19

147-163 Charlotte Street
BRISBANE QLD 4000

2. Details of the executive are —
(2) Name: Dr John Grant Scott
(b) Business address: Queensland Health Building
147-163 Charlotte Street
BRISBANE QLD 4000
(c) Residential address: L
R
3. Details of the appointment are -
(a) District name: Corporate Office
(b) 'fitie of the role: Senior Executive Director

Health Services Directorate

(¢) Classification level: DES 4.6

(d) Duties of the role: Refer to the Job Description in relation to
the appointment.

(e) City, Town or Centre in
which the role is located: Brisbane

(f) Comimencement date of
the employment: 21 December 2004

(g} Completion date of the
employment: 20 December 2007

(h) Superannuable salary: $191 329.00 per annum.

Contract of Employment, District Executive — (Drr JG Scorr)
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PROVISIONS

Basis of Employment

The executive accepts appointment as a district executive on this contract from the
commencement date until the termination date.

Location

(1)

2)

The executive will be located in the place specified in item 3(e) of the
particulars.

The executive acknowledges that travel throughout Australia and overseas may
be required in the performance of the duties under this contract.

Responsibilities ete

12 eXecunve must —

(2)

(b)

(d)

(e)

perform the duties specified in item 3(d) of the particulars or, where the duties
are vanied under clause 13(2), the varied duties;

comply with the executive’s annual performance agreement, and meet
performance standards (if any) set by the chief executive;

conform to such hours of work and other work arrangements as may from time
to time be required of the executive by the chief executive;

devote substantially the whole of the executive’s time and attention during the
hours determined in accordance with paragraph (c) to performing the duties

under this contract; and

be subject to those conditions of employment contained in section 28 of the
Act.

Remuneration and Benefits

)

)

The execurtive is entitled to —

{(a) the actual salary pavable formichtly in arrears;
(b) remuneration benefits; and

(c) any other entitlements in accordance with a ruling.

The superannuable salary amount may be increased by such amount as may be
determined by the chief executive from time to time.

Contract of Employment, District Executive — (Dr JG Scomr)
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(3) Except where the chief executive considers that special circumstances exist,
where, for any reason, actual salary is not payable for a period, the executive is
not entitled to receive any remuneration benefit during that period.

(4) The executive is not entitled to the pavment of any overtime and allowances
for working more hours than referred to in clanse 3(d).

(3) The remuneration benefits under subclause (1)(b) must be —

(2) neminatad by the executive;
(b) varied; and
{c) cosiad,

in accordance with a rmline.

Lh

Superannuation
(1)  Where the executive is, a1 the commencement date -

(a) a member of a category of the QSuper Scheme, the executive must continue to
comply with the requirements of the QSuper Act in respect of the executive's
membership of the Scheme; or

(b) on leave from other employment and continues as a member of an approved
fund operated for the other emplovment, the Crown -

(1} shall contribute the standard employer contribution required under that
fund, provided that the maximum period of time, whether under this
contract or any other contract, for which the Crown will pay such

payments, is three (3) vears; and

(11) thereafier, must contribute an amount that, if the executive was a
member of the comprehensive accumulation category, would be
required under the QSuper Act; or

(c) (1) not a member of a category of the QSuper Scheme; and
(11) not on leave from other employment

then the executive is a member of the comprehensive accumulation
category with the option to elect 10 become 2 member of the standard
defined benefit category instead of the comprehensive accumulation

category.

If the execurtive elects to receive ‘the election amount’ into an approved
fund, the member will become a member of the basic zccumulation

category.

(2)  The superannuation contribution will be automatically adjusted in accordance with the
rules of the applicable superannuation plan.

Contract of Employment, District Executive — (Dr JG Scor)
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6. Extension of Empléyment

(1)

(2)

(%)

®)

Subject to subclause (6), the executive may be offered an extension of
employment under this contract of up to an additional term of two (2) years

from the completion date.

The executive will be considered for continued emplovment as a disirict
executive if the executve gives a notice to the chief execurive, indicating a
wish 1o continue employment, not less four (4) months before the completion
date,

If the chief executive receives a notice under snbelause (2), the chief executive
must @ive a notice to the executive, not less than o (2) moaths before the

complenon date:

(a) advising the executive that the executive wiil not be coniinued in
emplovment as a district executive; or

(b) offering the executive continued empiovment as a district exacutive for
up to an additional two (2) years after the completion date, to be given
effect by vanation of the term of this contract.

The executive acknowledges that if the executive does not give a notice under
subclaase (2), the executive has elected not to continue emplovment as a
district executive after the completion data.

The term of this contract, including any extensions of the term, will not exceed
five (3) years.

If the executive’s term of employvment has been extended under subclause (1)
and further extension of the term is prohibited by subclause (3), the executive
will be considered for reappointment as a district executive if the executive
glves a notice to the chief executive, indicating a wish 1o be reappointed, not
less than four (4) months before the completion date.

If the chief executive receives a notice under subclause (6), the chief executive
must give a notice to the executive, not less than two (2) months before the
completion date, advising whether the executive will or will not be reappointed
as a district executive after the completion date.

The executive acknowledges that if the executive does not give a notice under
subclause (6), the executive has elected not to be reappointed as a district
executive after the completion date.

A failure by the chief executive to give a notice under subelause (3) or
subclause {7) 1s not a breach of this contract.

Contract of Employment, District Executive — (Dr JG Scom)
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7. Termination

(1) If the executive —

(a)

(b)

receives a notice under clause 6(3) or clanse 6(7) (as relevant to the
circumstances) which advises that the executive will not be continued
In employment or will not be reappointed as a district executive after
the completion date; or

does not receive a notice under clause 6(3) or clanse 6(7),

the emplovment of the execurive will terminate op the completion date,
without requiring further notice from the chief executive.

) (3
(b}
(c)
G) (@
(b)

The employment of the executive may be terminated by the chief
executive prior to the completion date by a noiice given to the
executive not less than one (1) month before the termination date.

A notice under paragraph (a) need not give any reason for the
rermination of the execurive’s emplovment.

The chief executive may revoke a notice under paragraph (a) before it
takes effect.

The executive may resign by a notice given to the chief executive not
less than one (1) month before the termination date.

A notice under paragraph (a) takes effect in accordance with its terms
and without needing the chief executive’s acceptance.

(4) This clause does not limit the chief executive's capacity to terminate or
suspend the executive’s emplovment pursuant to a disciplinary process under
the determination referred to in the Act or any other relevant legislation.

8. Service and Separation Payments

(1) This clause does not apply to the executive if -

(a)

(b)

the executive is on leave from a public entity of another junsdiction
and the executive resumes duty with the public entity following the
termination of the contract on the termination date; or

prior to settlement of the termination of the contract on the termination
date, the executive is appointed to, or otherwise emploved by, a
government entity, such that the executive has continuity of
employment; or

Contract of Employment, District Executive — (Dr JG Scom)
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(c) the executive has not given a notice under clause 6(2) and the
employment of the executive is terminated on the completion date; or

(d)  termination of employment occurs as a result of —
(1) disciplinary action against the executive under the Act; or

{(11)  retirement of the executive, by reason of mental or physical
iliness or disability under the Act; or

(1)  volunrarv retirzment by the execuiive under the Act; or
{(iv)  resignation by the executive; or
(v) death of the executive.

(2) If the execunve’s employment as a district executive and this contract expire
ont the completion date under clause 7(1). the executive must be paid on the
completion date, in addifion 10 other pavinents and benefits to which the
executive 1s entitled. a payment equal 1o twelve (12) weeks” superannuable
salary, calculated ar the rate of the superannuable salary at the tenmination date.

(3) If the employment of the executive is terminated prior 1o the completion date
under clause 7(2), the executive must be paid on the termination date, in
addition to other payments and benefits to which the executive is entitled, a

service payment and a separation payment.

9. Payments to be Final

(1) Where the employment of the executive is terminated in accordance with this

contract —

(2) the provisions herein as to the payments to be made to the executive
constituie the whole of the entitlements of the executive under this
contract;

(b) the executive must not, except where the executive has an express
statutory right to do so, institute any proceedings for compensation for
loss of office, injunctive relief, reinstatement or appeals;

(c) payments paid under clavse 8 are deemed to be liguidated damages
which each party acknowledges are a realistic assessment of any
detriment which the executive may suffer following a termination of

this contract; and

(d) payments due by way of statutory entitlement are to be calculated,
 where relevant, by reference to the superannuable salary at the

termination date.

Contract of Employment, District Executive — {Dr JG Scor)
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(2)  Should a termination of this contract be determined by a court or a tribunal to
be unlawful, any entitlement the executive may have is limited to the amount
of payments paid under clause 8 as liguidated damages, as if the termination

had been lawful.

(3)  Nothing in this clause shall be deemed or construed as a release in respect of
any action, personal injury or death of the executive, that the executive or
anyone clamming by, through or under the executive, may have.

10.  Repayment
(1) Where the executive —
{(2) Tecelves a service pavment or a separation pavment under clause 8; but

(b) before the compietion date recommences public sector employment,

the exscutive must, within twenty-eight (28) davs afier recommencing such
cmployment, or within soch period as otherwise dirscted by the chief
executive, repay to the Crown the total of the amounis calculared in
accordance with the following formulas —

(1) Service Payment
A=B-(WxS)
AND

(11) Separation Payment

A=Z-(Wx8)

5
Where —
A in respect of each formula, is the amount to be repaid. For service
payment, where the formula produces a negative result, then A eguals
ZETO.
B 1s the service payment which the executive has received under clause 8.
W 1s the number of weeks between the termination date and the date on

which the executive recommenced public sector employment.

S 13 the weekly superannuable salary of the execurive as at the
termination dare.

Z is the separation payment which the executive has received under
clause 8.

Contract of Employment, District Executive - (Dr JG Scon)
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(2) The executive 1s not entitled to a refund of a service payment or a separation
payment repaid to the Crown under subclause (1) if the executive subsequently

ceases public sector employment.

11.  Other Agreements Superseded

This contract supersedes and replaces all other contracts, understandings or
arrangements Prior to its execution.

12. Notice

Any notice required to be given under this contract 1s effectively given if made in
wrting and signed by the party giving such notice, and — '
(a) mn the case of the chief execurive, sent to the address specified in item 1(b) of

the paruculars; or

(b} In the case of the executive, sent 1o the business or residential address specified
m item 2 of the perticulars: or

{c} sent to such other address as may be notified to the other party giving such

notica.
13. Variation
(1) A vanation to this coniract, other than a variation under subclause (2), must be

approved by the Chief Executive and accepted in wnting by the parties beifore
taking effect.

(2) A wvariation to the duties specified mn item 3(d) of the particulars must be
accepted in writing by the parties before taking effect.

) To remove any doubt, where this contract provides for a determination to be
made by a person, a fresh determination made by that person 1s not a varlation
to this contract.

[¥%)

(

14. Governing Law

This contract is govemed by, construed and interpreted in accordance with the laws of
Queensland and the parties submit to the jurisdiction of the courts of that State.

15. Interpretation

{1)  The dictionary in the schedule defines the terms used in this contract.

(2) Unless otherwise defined in this contract, terms used have the same meaning
as 1n the Act.

(3} Clause headings are not o be used as an interpretation aid.

(4) A reference to a clanse, the schedule or the particulars is a reference to a
clause, the schedule or the particulars of this contract.
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()

(6)

(7)
(8)

A reference to a subclause, paragraph or subparagraph is a reference to a
subclause, paragraph or subparagraph of the clanse of this contract in which

the reference 1s made.

A reference to the Act or any other Act, includes that Act as amended from
time to time or any Act which replaces thar Act, and any statutory instrument

made under that Act.
A reference to a number of days 1s a reference to that number of calendar days.
Words in the singular include the plural and words in the plural include the

singular.

Contracr of Employment, District Executive — (Dr JG Scon)
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Act

actual salary

annual
performance
agreement

approved fund
basic
accumulation

category

commencement
date

completion date
comprehensive
accumulation

category

confidential
information

continuous service

as a public

sector employee -

SCHEDULE

DICTIONARY

means the Health Services Act 1991

means the remuneration package amount Jess the total cost of providing
the remuneraton benefits;

means a performance agreement negotiated and developed by the
executive with the chief executive, or the chief executive’s delegate,

In each year the contract is in force;

means a superannuation fund approved by the Executive Officer under
the QSuper Act;

eans the category under Chapter 3 of the QSuper Deed;

means the date specified in item 3(f) of the particulars;
means the date specified in item 3(g) of the particulars;

means the category under Chapter 3 of the QSuper Deed;

means information referred to in section 63 of the Act;

(1)  means -

(a)  the period of employment from the commencement date nntil
the termunation date, Jess any period of leave without salary
which cannot be cradited for service under a mling;

(b) a2 permod of service by the executive (unbroken by
resignation, terminaton, retirement or redundancy) as a
public sector employee on contract or on tepure, which
continues up to immediately before the commencement date,
less any period of leave without salary which cannot be
credited for service under a ruling;
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Crown

department

district

election amount

party

public sector
employment

QSuper Act

QSuper Deed

(c) any period of employment of the executive before the
commencement date —

(i) which is capable of being recognised for the purpose of
calculating an entitlement to long service leave under a
ruling; or

(1) which would, other than for the fact that the executive
has taken long service leave or had an entitlement to
long service leave paid 2s a cash equivalent, be capable
of being recognised for the purpose of calcularing an
entitlement to long service Jeave under a ruling;

{2) does not include a period of employment which has already been
used 25 the basis for calculating a payment received by the
executive for an entitlement of the same or similar nature to a
SeTVICE paviment;

mezns the Crown in right of the State of Queensland;

means the Department of Heaith established under the Public Service
Act 1996, or any department which replaces that department;

means the district specified in itern 3(a) of the particulars;

means an amount that, 1f the executive was a member of the
comprehensive accumulation category, the Treasurer would require 1o
be paid under the QSuper Act (including the contribution required to
be made by or on behalf of the member) less any amount which is
actually paid o the basic accumulation category.

means a party to this coniract;

means employment for a cumulative period of more than twenty (20)

working days in a government entiry and includes —

(a) casual, part-time or full-time employment; and

(b) engagement as a contractor whers the contract ig wholly or
prncipally for the labour of the executve, except where the
executive does not have any financial interest in the conmpany,
partnership or similar entity engaged to provide the service;

means the Superannuarion (Stare Public Secior) Act 1990

means the Deed of the State Public Sector Superannuation Scheme under
the QSuper Act;
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means the State Public Sector Superannuation Scheme under the QSuper

QSuper Scheme
Act:
remuneration
benefit means a remuneration benefit referred to under clanses 4(1) and 4(3) and

provided for under a ruling;

¢ans a payment equal to twenty percent (20%) of the superannuable salary

separation

payment that would have been paid to the executive from the termination date to the
completion date, had the employment of the executive not been terminated,
calculated at the rate of the superannuable salary at the terminarion date;

service means a payment equal to two (2) weeks superannuable salary for each year of

pavment contnuous service as a public sector emploves, with a minimum of four £}

weeks superannuable salary and a maximum of nry-two  (32) weeks
superannuable salary, calculated at the rate of the superannuable salarv at the

termination date;

standard defined means the category under Chapter 2 of the QSuper Deed;
benefit category

statutory

instrument has the same meaning as in the Statutory Insoruments 4cr 992;

superannuable

salary means the amount specified in item 3(h) of the particulars or, where that
amount is varied under clause 4(2), the varied amount;

termination

date means the completion date or the date on and from which the

employment of the executive under this contract is rerminated.
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The parties have executed this contract of employment as follows:

Signed by the chief executive or delegate

1n the presence of

£

A E F b i

(signanirs of witness)

b 4 - ity oy J P —_—

(full name of witness - prinr)

AND

-Sigped by the executive

(signature of executive)
on the _| C‘ & day of‘*lgx“‘kgjﬁ\l 2005

1n the presence of

4 £ /K’Ll/n/vww/

(signarure of witness)

CHER A @;&AM/V/

(full name of witness - print)
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